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Editorials 


THE SPECIAL MEETING OF THE 
A. M. A. HOUSE OF DELEGATES 

For the third time in ninety-one years, the 
A. M. A. legislative body or House of Delegates 
found it imperative to meet an impending crisis 
with a special or emergency session. 

This was the third special session in the asso- 
ciation’s long life; the first occurring shortly 
after this nation’s entrance into the World War 
in 1917, for the purpose of mobilizing and 
making immediately available to our fighting 
forces the medical talent and strength of the 
organized medical profession of the country; the 
second was held shortly after the passage of the 
Federal Social Security Act in 1935 which legis- 
lation made provisions for certain health and 
medical services on a nation’s wide scale. These 
two, while important at the time they were 
held, cannot compare in importance with the 
third emergency session held in Chicago in Sep- 
tember. The third Special meeting was the 
most remarkable ever held in the history of 
American Medicine. 

Special sessions of the House are called when 
in the judgment of the Board of Trustees prob- 
lems arise of such importance and serious import 
to the rank and file of the profession as to make 
immediate consideration by the association’s 
policy making body urgently necessary. 

Full report of the proceedings of this meeting 
was published in the Journal of the American 
Medical Association, September 24th, and should 
be read and digested by every doctor. 

The emergency session of the House of Dele- 
gates came in response to a call from the Board 
of Trustees for the purpose of consideration of 
the National Health Program submitted to the 
National Health Congress. 

The necessity for a call for a third special 
meeting of the House of Delegates, September 
16-17, may not be apparent to the average reader 
without some consideration of preceding happen- 
ings in the National Cerpital. The first peg in 
the sequence of happenings at Washington was 
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passage of the Social Security legislation in 
1935. Immediately after the bill became a law 
the President appointed a group to be known 
as the Inter-Departmental Committee to coor- 
dinate health and welfare activities. This com- 
mittee had as its chairman Miss Josephine 
Roche. The committee established technical 
committees, among which were those on “recrea- 
tion,” “nutrition,’ “crime prevention and pa- 
role,” and “medical care.” The latter based most 
of its study on the survey completed last year 
by the United States Public Health Service. 
Report of the technical committee on medical 
care, titled “THE NEED FOR A NATIONAL 
HEALTH PROGRAM,” was transmitted to 
the President last February but only a portion 
of it was made public at that time. It did, 
however, provide motive for calling a National 
Health Conference which was done by the Inter- 
Departmental committee July 18, 19 and 20, 


and it is the report of that conference which 
obliged the board of trustees of the American 


Medical Association to call the special meeting 
of the House of Delegates. 

A complete and carefully written report of 
this National Health Conference wil] be found 
in the A. M. A. Journal, July 30. 

One hundred anc sixty-five of a possible one 
hundred and seventy-four delegates from all over 
the United States attended the two-day meeting. 
The House of Delegates constitutes the only 
body authorized to speak for the organized 
medical profession. The meeting was held for 
the purpose of drafting a policy based upon the 
National Health Program the outcome of delib- 
erations of the National Health Conference 
which met in Washington July 18, 19 and 20 of 
this year. 

Illinois was one hundred per cent represented 
at the special meeting of the House of Delegates 
with nine regular delegates and the delegate of 
the section on Pathology and Physiology. 

At the Special meeting there were present not 
only the official delegates from the constituent 
state medical society, but officers of many of 
these, including editors of their respective State 
Journals. Other kindred professional organiza- 
tions having representatives sitting in at the 
meetings were the Canadian Medical Associa- 
tion, the American Dental Association and the 
National Medical Association comprised of over 


five thousand negro physicians. 
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One of the most illuminating instances in 
connection with the Special meeting was the 
appearance of three representatives of the Na- 
tional Medical Association, an organization of 
more than 5,000 negro physicians who indicated 
that overtures had been made to them by Gov- 
ernment officials, with a view of inducing that 
organization to put its ambitions in the hands 
of the Government. Notwithstanding these over- 
tures, the National Medica) Association, through 
its committee, expressed a wish to go forward 
with the American Medical Association as mem- 
bers of a great profession for the public service. 

In May, 1938, it was announced that a con- 
ference would be called by the Federal Inter- 
departmental Committee to coordinate health 
and welfare activities. Dr. Olin West, secretary 
and manager of the American Medical Associa- 
tion, with the approval of the Board of Trustees, 
invited the chairman of that committee, Miss 
Josephine Roche, to meet with the house of dele- 
gates of the American Medica) Association, at 
San Francisco. Miss Roche was not able to 
attend but her message was read by Dr. Warren 
F. Draper of the United States Public Health 
Service (A. M. A. Journal, July 2). In this 
message from Miss Roche to the House of Dele- 


gates, attention was called to the fact that the 
National Health Conference was suggested by 
President Roosevelt to urge the Inter-depart- 
mental Committee to invite representatives of 
the interested palilie and of the medical and 
other professions to examine the health problems 
and to discuss how to deal with them. 

The National Health Conference met in 
Washington, D. C. in July. A technical com- 
mittee on medical care to the inter-departmental 
committee to coordinate health and welfare ac- 
tivities made a report to the President on Feb: 
ruary 4, 1938 which included: 

1—Preventive health services for the nation 
as a whole are grossly insufficient, 

2—Hospital and other institutional facilities 
are inadequate in many communities, especially 
in rural areas, and financial support for hos- 
pital care and for professional services in hos- 
pitals is both insufficient and precarious, espe- 
cially for services to people who cannot pay the 
costs of the care they need. 

3—One third of the population, including 
persons with or without income, is receiving in- 


adequate or no meclical service. 
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4—An even larger fraction of the population 
suffers from economic burdens created by ill- 
ness. 

Five proposals submitted by the technical 
committee and which were to be acted upon by 
the House of Delegates fell into the following 
categories : 

1—Compulsory sickness insurance with fed- 
era] subsidy at an estimated over-all cost of $2,- 
600,000,000 a year. 

2—Expansion of general public health ser- 
vices, requiring an additional annual expendi- 
ture of $206,000,000. 

3—Expansion of maternal and child health 
services requiring an additional expenditure of 
$165,000,000. 

4—A hospital construction and partial main- 
tenance program to construct 360,000 beds and 
500 health and diagnostic centers requiring an- 
nual appropriation of $146,000,000. 

5—Expansion of facilities for medical care 
of the medically needy to reach an annual ap- 
propriation of $400,000,000. 

The preliminary session was devoted to ad- 
dresses by the Speaker of House, the President 
and the President-elect of the association and 
the Chairman of the Board of Trustees. Fol- 
lowing the addresses, many resolutions bearing 
on various phrases of present day problems were 
presented from the floor of the house as fol- 
lows: 

From a Michigan delegate came resolutions 
recommending conference to formulate working 
agreement or compensation for medical care. 

From a New Jersey delegate come resolutions 
on distribution on Medical Care. 

From a Tennessee delegate came resolutions 
recommending proposals for financing care of 
indigent sick. 

From Pennsylvania delegate on resolutions on 
public announcement of plans recommended by 
House of Delegates, 

From a Kentucky delegate a proposed substi- 
tute for title VI of the Social Security Act. 

From Idaho delegate recommendations on ap- 
pointment of special executive committee. 

From West Virginia delegate, a plan for pub- 
licity against regimentation of physicians. 

From Maryland delegate recommendation on 
cooperation for needed improvements in care of 
indigent, 
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From Kansas delegate, proposals concerning 
scope and methods of governmental participation 
in a National Health program. 

From Missouri delegate, Missouri plan for 
medical care of all the people. 

From Pennsylvania delegate recommendations 
from the medical society from the State of 
Pennsylvania, 

From New Jersey delegate, plan from New 
Jersey for medical care of the indigent, 

From New Jersey delegate, recommendations 
from the medical society of New Jersey. 

From Mississippi delegate, resolutions on ap- 
pointment of committee to study data and plans. 

From New Jersey delegate, resolution on con- 
tinuing conference with representatives of gov- 
ernment and others. 

From California delegate, resolution on 
change of medical care for the people. 

From Minnesota delegate, statement from 
medical profession in Minnesota, 

From Wisconsin delegate, resolutions request- 
ing aid in finance or in service, 

From Massachusetts delegate a request to de- 
fine the term “medically needly” or “medically 
indigent.” 

Many of the resolutions introduced were vo- 
\uminous in character. They were printed in 
detail in the Journal of the A. M. A. Septem- 
ber 24, 

Immediately following the addresses of the 
officers and the introduction of the numerous 
resolutions and recommendations a committee 
of twenty-five leaders in organized medicine in 
the United States was appointed on reference 
committees on all matters to be presented. This 
committee of twenty-five divided into five smaller 
committees, each charged with formulating a 
report on the five sections of recommendations 
of the inter-departmental committee to coordi- 
nate health and welfare activities appointed by 
the President of the United States, which sub- 
committees, upon completion of their task, were 
to sit jointly and frame an amalgamated report 
for consideration of the House as a whole. 

After adjournment of the first day’s forenoon 
session and extending far into the night, and a 
portion of the second day were given over to 
committee hearings end discussions, during 
which time interested delegates appeared before 


them and presented informally and frankly their 


views and suggestions. Unstinted praise should 
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be given to the members of these reference com- 


mittees for the thorough and painstaking man- 
ner in which they assembled and analysed the 


mass of evidence and materials submitted to 
them. The finished product of their labours and 
as finally submitted to the House, sitting as a 
whole, each section of the report, seriatim, was 
carefully considered and acted upon; the final 
report, is as follows: 

REPORT OF REFERENCE COMMITTEE ON 

NATIONAL HEALTH PROGRAM 

Since it is evident that the physicians of this nation, 
as represented by the members of this House of Dele- 
gates convened in special session, favor definite and 


decisive action now, your committee submits the follow- 
ing for your approval: 


1. Under Recommendation I on Expansion of Pub- 
lic Health Services: (1) Your committee recommends 
the establishment of a federal department of health 
with a secretary who shall be a doctor of medicine 
and a member of the President’s cabinet. (2) The 
general principles outlined by the Technical Commit- 


tee for the expansion of Public Health and Maternal 
and Child Health Services are approved and the 


American Medical Association definitely seeks to codp- 
erate in developing efficient and economical ways and 


ineans of putting into effect this recommendation. (3) 
Any expenditures made for the expansion of public 
health and maternal and child health services should 
not include the treatment of disease except so far as 
this cannot be successfully accomplished through the 
private practitioner. 

2. Under Recommendation II on Expansion of 
Hospital Facilities: Your committee favors the ex- 
pansion. of general hospital facilities where need exists. 
The hospital situation would indicate that there is at 
present greater need for the use of existing hospital 
facilities than for additional hospitals. 

Your committee heartily recommends the approval 
of the recommendation of the technical committee 
stressing the use of existing hospital facilities. The 
stability and efficiency of many existing church and 
voluntary hospitals could be assured by the payment 
to them of the costs of the necessary hospitalization 
of the medically indigent. 

3. Under Recommendation III on Medical Care for 
the Medically Needy: Your committee advocates 
recognition of the principle that the complete medical 
care of the indigent is a responsibility of the com- 
munity, medical and allied professions and that such 
care should be organized by local governmental units 
and supported by tax funds. 

Since the indigent now constitute a large group in 
the population your committee recognizes that the 
necessity for state aid for medical care may arise in 
poorer communities and the federal government may 
need to provide funds when the state is unable to meet 
these emergencies. 

Reports of the Bureau of the Census, of the U. S. 
Public Health Service and of life insurance companies 
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show that great progress has been made in the United 
States in the reduction of morbidity and mortality 
among all classes of people. This reflects the good 
quality of medical care now provided. Your commit- 
tee wishes to see continued and improved the methods 
and practices which have brought us to this present 
high plane. 

Your committee wishes to see established well co- 
ordinated programs in the various states in the nation, 
for improvement of food, housing and the other 
environmental conditions which have the greatest influ- 
ence on the health of our citizens. Your committee 
wishes also to see established a definite and far-reach- 
ing public healin program for the education and infor- 
matien of all the people in order that they may take 
advantage of the present medical service available in 
this country. 

In the face of the vanishing support of philanthropy, 
the medical profession as a whole will welcome the 
appropriation of funds to provide medical care for the 
medically needy, provided, first, that the public welfare 
administrative procedures are simplified and codrdi- 
nated; and, second, that the provision of medical serv- 
ices is arranged by responsible local public officials 
in coperation with the local medical profession and 
its allied groups. 

Your committee feels that in each state a system 
should be developed to meet the recommendation of the 
National Health Conference in conformity with its 
suggestion that “the role of the federal government 
should be principally that of giving financial and tech- 
nical aid to the states in their development of sound 
programs through procedures largely of their own 


choice.” 


4, Under Recommendation IV on a General Pro- 
gram of Medical Care: Your committee approves the 
principle of hospital service insurance which is being 
widely adopted throughout the country. It is suscep- 
tible of great expansion along sound lines, and your 
committee particularly recommends it as a community 
project. Experience in the operation of hospital 
service insurance or group hospitalization plans has 
demonstrated that these plans should confine them- 
selves to provision of hospital facilities and should 
not include any type of medical care. 

Your committee recognizes that health needs and 
means to supply such needs vary throughout the United 
States. Studies indicate that health needs are not 
identical in different localities but that they usually 
depend on local conditions and therefore are primarily 
local problems. Your committee therefore encourages 
county or district medical societies, with the approval 
of the state medical society of which each is a com- 
ponent part, to develop appropriate means to meet their 
local requirements. : 

In addition to insurance for hospitalization we 
believe it is practicable to develop cash indemnity 
insurance plans to cover, in whole or in part, the costs 
of emergency or prolonged illness. Agencies set up 
to provide such insurance should comply with state 
statutes and regulations to insure their soundness and 
financial responsibility and have the approval of the 
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county and state medical societies under which they 
operate. 

Your committee is not willing to foster any system 
of compulsory health insurance. Your committee is 
convinced that it is a complicated, bureaucratic system 
which has no place in a democratic state. It would 
undoubtedly set up a far-reaching tax system with 


great increase in the cost of government. That it 
would lend itself to political control and manipulation 


there is no doubt. 
Your committee recognizes the soundness of the 


principles of workmen’s compensation laws and recom- 
mends the expansion of such legislation to provide for 


meeting the costs of illness sustained as a result of 
employment in industry. 


Your committee repeats its conviction that voluntary 
indemnity insurance may assist many income groups 


to finance their sickness costs without subsidy. Fur- 


ther development of group hospitalization and estab- 


lishment of insurance plans on the indemnity principle 


te cover the cost of illness will assist in solution of 
these problems, 

5. Under Recommendation V on Insurance Against 
Loss of Wages During Sickness: In essence, the 
recommendation deals with compensation of loss of 
wages during sickness, Your committee unreservedly 
endorses this principle as it has distinct influence 
toward recovery and tends to reduce permanent dis- 
ability. It is, however, in the interest of good medical 
care that the attending physician be relieved of the 
duty of certification of illness and of recovery, which 
function should be performed by a qualified medical 
employee of the disbursing agency. 

6. To facilitate the accomplishment of these objec- 
tives, your committee recommends that a committee 
of not more than seven physicians representative of the 
practicing profession, under the chairmanship of Dr. 
Irvin Abell, President of the American Medical Asso- 
ciation, be appointed by the Speaker to confer and 
consult with the proper federal representatives to the 
proposed National Health Program. 


The term MEDICAL INDIGENT defined. 
After much debate the phrase “MEDICAL 
NEEDY” or “MEDICAL INDIGENT” was 
defined by the members of the House of Dele- 
gates in the following language : 

“A person is medically indigent when he is 
unable, in the place in which he resides, through 
his own resources, to provide himself and his 
dependents with proper medical, dental, nurs- 
ing, hospital, pharmaceutical and therapeutic 
appliance care without depriving himself or his 
dependents of necessary food, clothing, shelter 
and similar necessities of life, as determined by 
the local authority charged with the duty of dis- 
pensing relief for the medically indigent.” 

The Board of Trustees presented to the House 
of Delegates the statement concerning the pro- 
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posed investigation by the Department of Jus- 
tice, which seeks to obtain an indictment of the 
American Medical Association as a monopoly. 
The statement has been made repeatedly that 
the American Medical Association is ready for 
investigation by any authorized agency, firmly 
reliant in the belief that its actions are in ac- 
cordance with its constitutional organization, 
that they have been taken in the interest of the 
public health and welfare, and that it has never 
violated the established laws of this country. 
The House of Delegates expressed its firm con- 
viction in the truth of these statements and 
urged the Board of Trustees to oppose with its 
utmost power, even to the courts of last resort, 
this apparent attempt to convict the American 
Medical Association in the eyes of the people 
of being a predatory, antisocial monopoly. 

Although the 
through all its deliberations a desire to co-oper- 
ate with the government agencies in the wise 
expenditure of funds for the medical care of the 
needy, it does not recognize the need for a yearly 
appropriation of $850,000,000 as recommended 
by the President’s committee. 

The of Delegates reiterated their 
strenuous disapproval of compulsory state con- 
trolled health imsurance in no unmistakable 
language as follows: 

“Your Committee is not willing to foster any 
system of compulsory health insurance. Your 
Committe is convinced that it is a complicated, 
bureaucratic system which has no place in a 
democratic state. It would undoubtedly set up 
a far-reaching tax system with great increase 
That it would lend 
itself to political control and manipulation there 
is no doubt.” 


House of Delegates showed 


House 


in the cost of government. 


The House of Delegates again recommeded 
the establishment of a federal department of 
health to consolidate the twenty-seven different 
public health activities of the government, with 
a secretary who shall be a doctor of medicine 
and a cabinet member. They also approved the 
expansion of Public Health and Maternal and 
Child Health activities along prevention lines 
only, and with due regard to economy. 

Approved after heated discussion was govern- 
ment appropriations, but only on condition 
that the medical profession direct the expendi- 
ture. The governments plan for hospital aid 
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was accepted only funds would be used to im- 
prove existing conditions. 

Objections for the insurance plan revolved 
about the ensuing tax system, political control 
and manipulation. 

A delegation of seven physicians, headed by 
A. M. A. president Dr. Irvin Abell was selected 
to discuss the results of the meeting with fed- 
eral representatives. 

The meeting of the House of Delegates had 
a most wholesome effect in allaying doubts and 
fears among the medical profession as to the 
position of the American Medical Association 
in relationship to recent propaganda that has 
been widely circulated in this country. The 
unanimity of expression and action again indi- 
cated that these representatives of 110,000 
American physicians are able as a democratic 
body to express the wishes of the vast majority 
of the medical profession in this country and to 
speak with one voice for them. 

The final action of the House of Delegates 
fairly cover the entire problem of medical care 
as it is now conceived, and provide the answer 
of the membership of the American Medical As- 
sociation to all questions about its current pol- 
icy. With that report as a guide every physician 
may firmly defend the stand of organized med- 
icine whenever or in whatever way it mav be 
attacked. 





AMERICAN HOSPITAL ASSOCIATION 
ESTABLISHES PRINCIPLES FOR 
MEDICAL SERVICE 


We quote the following from the Jour. A.M.A. 
Oct. 15, 1938. 

At the annual session of the American Hos- 
pital Association recently held in Dallas, Texas, 
the following memorandum was prepared by the 
board of trustees of that organization and sub- 
mitted to its house of delegates, which approved 
both the preamble and the conclusions. 


CONCERNING THE PRINCIPLES OF RELATIONSHIP 
BETWEEN APPROVED Hospital SERVICE Asso- 
CIATIONS AND THE MrpIcAL PROFESSION IN 
Proposats TO ProvipE MEpIcAL SErv- 
TCE ON AN INSURANCE BaASIs TO 
HospitaL PATIBNTS OF 
LIMITED INCOME 


With more than 2,000,000 subscribers enrolled, 
and with membership increasing at the rate of 
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more than one million per year, hospital service 
plans approved by the American Hospital Asso- 
ciation are not only helping patients to pay their 
hospital bills, but are also contributing indirectly 
to the preservation of private medical practice 
in hospitals. 

The prevalent restriction of these plans to 
semiprivate hospital service, and the omission 
of any provision for physicians’ fees in hospital 
cases, have placed non-profit hospital care insur- 
ance beyond the reach of many employed work- 
ers of limited income. 

There is a strong demand on the part of these 
low income groups for the creation of hospital 
service plans adapted to their means. Medical 
societies are now studying, and in some cases are 
preparing to sponsor, group payment plans to 
cover medical fees of patients of limited means. 
If these efforts are successful, they will reclaim 
for private medical practice a segment of medical 
service in hospitals even larger than that which 
is protected by existing hospital care insurance 
plans. 

The American Hospital Association believes 
that efforts by the local medical profession to ex- 
tend the voluntary insurance principles to med- 
ical fees in hospital practice can be assisted by 
cooperation with approved hospital care insur- 
ance plans. Approved plans are urged to offer 
their cooperation and assistance to this end. 
Joint efforts will make hospital care available to 
millions of persons of limited means, who in this 
manner would pay for both hospital care and 
medical treatment in hospitals. 

The American Hospital Association is pre- 
pared to approve periodic payment plans for hos- 
pital care and medical service in hospitals which 
are also approved by the local medical profession 
and which conform to the following principles: 

1. Sponsorship and control by non-profit or- 
ganizations, representative of hospitals, the med- 
ical profession, and the public. 

2. Free choice of physician and free choice 
of hospital consistent with existing relations be- 
tween approved hospitals and their physicians. 

3. Financial soundness and adequate ac- 
counting. 

4, Equitable payments to physicians and to 
hospitals. 

5. Separate finances and reserves for hos- 
pital care and for medical services of attending 
physicians. 
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6. Hospital and medical service benefits de- 
termined by hospitals and the local profession. 


?. Dignified promotion and administration. 


The American Medical Association is invited 
to confer with the American Hospital Associa- 
tion regarding these and related problems with 
a view to harmonious joint action in the public 
interest. 

Thus the American Hospital Association indi- 
cates a willingness to cooperate with the Amer- 
ican Medical Association with a view to har- 
monious joint action in the public interest. It 
recognizes the right of the physician to control 
the terms of his service. It recognizes the free 
choice of physician and free choice of hospital 
as fundamental to good medical care. It sup- 
ports the established action of the House of 
Delegates of the American Medical Association 
in maintaining separate finances and reserves 
for hospital care and for the service of the phy- 
sician. 

It is encouraging to have such a statement 
from the leaders in the field of the hospital, since 
the hospital is today a center of medical service. 
The action taken by both the American Medical 
Association and the American Hospital Associa- 
tion now permits the establishment of coopera- 
tive plans for group payment for medical serv- 
ice without invalidating any of those ideals or 
principles associated with medical care which 
are vital to the provision of good medical service. 





HOW MUCH DOES GOVERNMENT 
COST US? 


Harry Scherman, author of “The Promises 
Men Live By” in the New York Herald-Trib- 
une, 1938, outlines a comparison of taxes in this 
and other countries. 


TAXES COMPARED 


The British are generally considered the most 
heavily taxed people in the world, and it is usu- 
ally Great Britain that is referred to, when it is 
assumed the American taxpayer is so well off, 
What do the comparative figures show? 

For the year ending March 31, 1938, national 
taxes collected in the United Kingdom were 
around £841,000,000 To this must be added 
£176,000,000 for local taxes, a close estimate 
based upon the latest published figures. Count- 
ing the pound at $4.95, and the population at 
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47,000,000, this comes to about $107 per person 
in the United Kingdom. 

As to the United States, total local, State and 
Federal taxes collected for the fiscal year end- 
ing in 1938, look now as if they will be in the 
close neighborhood of $13,700,000,000, accord- 
ing to computations of the National Industrial 
Conference Board and budget estimates. With 
our population at 128,000,000, this is also, very 
interestingly, $107 per person in the population ! 

Thus, we have finally managed to pull abreast 
of Great Britain in the amount of taxes col- 
lected per capita. But this is giving ourselves 
a colossal break. How about the taxes we de- 
fer by means of loans? Great Britain’s national 
debt has increased only £343,000,000 since 1930, 
whereas our federal debt has increased $21,000,- 
000,000 in the same period ! 


THE REAL COST OF GOVERNMENT 


In short, it is an absurd and egregious error 
to count mere taxes collected a measure of the 
cost of government, if not enough are collected 
to pay the current costs, and when the balance 
is obtained by borrowings which can only be 
met in one way—by the collection of increased 
taxes later! 

When a government adopts a deliberate pol- 
icy of deficit-financing (as ours has done upon 
the advice of an Englishman, Mr. Keynes, 
whose ideas the British themselves have ignored) 
taxes collected are not merely misleading—they 
are simply no measure at all of what government 
is costing the people affected. The only true 
measure of what government costs any people is 
the money the government actually spends in 
carrying on its chosen activities. 

From this necessary criterion, what does gov- 
ernment cost in the United States, as compared 
with other nations? 


WE LEAD THE WORLD 


Some authoritative light on this subject can 
be found in a study made by The Twentieth 
Century Fund, the results of which were pub- 
lished in 1937, under the title of The National 
Debt and Government Credit. In one of its 
chapters it compared the government expendi- 
tures of Great Britain, France and the United 
States. Both central and local government ex- 
pense were included. 

The result was as follows for 1936, the latest 
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year for which authoritative figures from the 
governments were then available: 

United States: $133 per person 

Great Britain: 123 per person 

France: 103 per person 

This, then, is the true picture of the situa- 

tion: as to actual wealth currently taken from 
us in taxes, we march in advance of all nations 
alongside Great Britain; and as to the more 
essential matter, the real cost of government, 
we outstrip all other nations. 


CAUSE OF THE ERROR 


This prevalent notion that Americans are bet- 
ter off, tax-wise, than other benighted peoples 
seems to have become part of a fixed national 
pattern of thought about this matter of govern- 
ment expense. The perniciousness of the error 
seems obvious. 

The source of it is easily traced. It mainly 
arises from our traditional and vicious reliance 
for revenue principally upon indirect taxation. 
The taxes our commentators and public officials 
seem to keep most in mind are the personal in- 
come taxes. But the true status of the personal 
income tax, in the whole fiscal picture, is revealed 
by some interesting figures. As stated above, 
total taxes collected this fiscal year will be close 
to $13,700,000,000. Only about $1,500,000,000 
of this—only about one-ninth of it !—will con- 
sist of federal and state personal income taxes. 

There surely, is the main reason for the preva- 
lent notion that we are a lightly-taxed people. 
As to eight-ninths of the taxes we pay, few of us 
are ever conscious of them. Individually, we 
are so innocent in this matter of government 
finance, that we do not even know we are being 
frisked; and much less, how. 


HOW MUCH IT COSTS YOU 


The common equanimity under this state of 
affairs would, of course, be quickly dispelled, 
were it possible to bring home the actual burden 
of government expense each one of us, unwit- 
tingly, carries. This perhaps can best be appre- 
ciated by considering the cost of government, 
not per capita but per family. After all, most 
of us live our economic lives as families, not per 
capita. 

There are now roughly about 31,500,000 fami- 
lies in the United States. A close estimate of 
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total government expense in the current fiscal 
year would be $16,500,000,000, according to fig- 
ures compiled by the National Industrial Con- 
ference Board. This is an average expense for 
government, in the United States, of $523 per 
family! 

This is a tidy sum for any family to pay out, 
without knowing about it! When the new 
pump-priming expenditures go into effect in the 
coming fiscal year, it will of course be much 
higher. 

It would be fatal to assume that your family 
does not pay this amount, because your personal 
income tax is small; or even if you, pay none. 
The families in the United States that have the 
lowest cash-income are rural, particularly share- 
croppers. Because of the millions of these very 
low cash-income families, all others must pay 
more than the average to make it come out at 
$523. 

Thus, if you are a wage or salary earner, no 
matter how small the family income you enjoy, 
it may be taken as almost certain that that in- 
come is $523 smaller—and perhaps smaller by 
a great deal more—because of the contributions, 
unknown to you that you have been making to 
the support of federal state and local govern- 
ment. 

CHARITY NOT TO BLAME 


Relief is often presented as the political ex- 
cuse for this enormous load of government ex- 
pense. The query, “Would you let people 
starve?’ is supposed to stop the mouths of in- 
formed persons, who have become concerned 
about government improvidence ; and too often it 
does. 

But men and women of good will need not 
feel conscience-stricken when they call for gov- 
ernment economy, if they will bear a simple 
fact of mind: only $90 out of this $523 in the 
present fiscal year will represent relief, both 
state and federal. Whether or not one questions 
any single aspect of this policy of government 
relief, if every penny of it were eliminated, we 
would still stagger under a load of $433 per 
family for government expense! 

Moreover, it is helpful to remember that no 
starvation has been reported in lands like Can- 
ada, Great Britain, France, Sweden, Norway, 
Switzerland, Holland, Belgium, and many others 
that might be cited. These nations may only 
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“pretend to be up to date,” but somehow they 
seem to be able to achieve the same happy result 
as we, at considerably lower cost. 





THE JEWEL OF INCONSISTENCY 

The editor of Nation’s Business, October, 
1938, has the following to offer relative to the 
threat to prosecute the American Medical Asso- 
ciation. Under the heading “The Jewel of In- 
consistency” he says: 

NOW comes Assistant Attorney General 
Thurman Arnold with a threat to prosecute the 
American Medical Association as a violator of 
the Sherman Antitrust Law, The Association has 
dared boldly to oppose a Washington group 
health organization set up for federal employees 
with federal funds, because they see in it the 
spearhead of state medicine. 

This would set a precedent which the debunker 
of capitalistic folk-lore might regret. We sug- 
gest that he read again that paragraph in his 
newspaper blast branding with his disapproval : 

An attempt on the part of one group of phy- 
sicians to prevent qualified doctors from carry- 
ing on their calling and to prevent members 
of the Group Health Association from selecting 
physicians of their choice. The department in- 
terprets the law as prohibiting combinations 
which prevent others from competing for serv- 
ices as well as goods. 

Doctors can show that the allegation is fanci- 
ful. But granting that he could prove it, how 
could he avoid taking parallel action against la- 
bor organizations—perhaps the C.I.O. itself. 
That would be bad for Mr. Arnold. In the 
statement just quoted substitute “union leaders” 
for “physicians,” “workmen” for “doctors,” and 
“independent unions” for “Group Health Asso- 
ciation.” It would then read not so badly: 

. an attempt on the part of one group of 
union leaders to prevent qualified workmen 
from carrying on their calling and to prevent 
members of independent unions from selecting 
leaders of their choice. 


THE HIGH COST OF WITCH-HUNTING 

Merle Thorpe in “Nation’s Business,” Octo- 
ber, comments as follows: 

Every American worth his salt wants to see 
the nation restored to the full vigor of economic 
health. By every rating, business activity is the 
country’s first need. 
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Business men have their work cut out for 
them; Government has a job to do. Both must 
pull together for better times. 

Unfortunately, statesmanship too frequently 
gives way to politics. When politics is played, 
politics must be paid. 

The frank politician will tell you that the 
way to hold the “customers” is to keep an “is- 
sue” alive and to have another ready in case the 
current one becomes stale. A political issue in- 
volves the correction of a condition supposed to 
be hurtful to the greatest number of voters the 
successful pleading of one’s remedy to bring him 
place and preferment. Issues cover a wide field 
—for example, the cost of a kilowatt, price pari- 
ties, the sixty families, Wall Street, wage bond- 
age. 

Politics feels it must continually hunt for new 
witches, must keep the cauldron boiling. The 
last witch of the desperate ruler, as every stu- 
dent of history knows, is a foreign “aggressor,” 
with war the remedy. 

The productive powers of the people were 
never so taxed as now in witch-hunting, witch- 
policing, and witch-hanging. 

Politics submits today the biggest bill ever 
rendered the people of the United States. Item- 
ized, it covers so many alleged remedies of newly 
found witchcraft that it constitutes a completely — 
new concept of the federal authority. More 
than 100 new boards commissions, bureaus, au- 
thorities and corporations have been set up since 
the beginning of the depression and indicate 
with the huge sums the people have provided for 
implementing them, the number of witches our 
restless medicine-makers have discovered. 

The city of Washington has expanded its sim- 
ple role of law-maker, arbiter and protector to a 
protean character of indulgent father. The sov- 
ereign people are its wards, to be protected 
against all the ills that human flesh is heir to. 
Its prescriptions for a myriad maladies run the 
gamut from minor regulation of their affairs 
through supervision, control, and out-and-out 
competition with them. And the end is not yet. 
Despite the “deplorable conditions” found so far 
in practically every activity of American life, 
our valiant hunters have a thousand witches in 
reserve ready to be trotted out demanding more 
federal activities—and expense. 

Expense? Ah, there’s a real enemy of the 
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public, neither hobgoblin nor Hallowe’en pump- 
kin! 

The expense of policing the citizen is a charge 
against his labor, although he seldom realizes it. 
The witch doctors provide no free shows, no 
bounties, no subsidies, no services, no aids no 
publications, no guidance, no culture, without 
its price. The price tag is hidden, but it is there. 
The bill comes home directly and indirectly to 
every man, woman and child whose lot is cast in 
this land. 

As sure as death is the tax money to keep our 
growing government personnel in the style to 
which it is becoming accustomed—a style to 
which no real citizen aspires and which none 
can afford. This money represents work, “is 
paid for in the sweat of every man who labors.” 
It comes from earnings which alone can provide 
a useful job to the man out of work, and pro- 
motion in position and pay to those now em- 
ployed. 

The levy upon this fund which represents 
sacrifice and savings can be made for jobs to 
produce electric toasters and automobiles or it 
can be made for more and bigger witch-hunting. 
The decision is with the millions of men and 
women who work and earn and save. Will they 
stop dancing to political swing music long 
enough to consider thoughtfully and decide 

‘whether they want more of the material con- 
veniences and luxuries of life or more of the ex- 
travagant hunting and policing that consumes 
their hard-won substance in chasing political 
phantoms ? 

A country famed the world over for the solid 
reality of its contributions to the well-being of 
mankind is incredibly out of character in tilting 
with shadows. Broomsticks are out of fashion 
as saddles for witches. They can be put to much 
better use in cleaning political attics of mental 
cobwebs. 





COMPULSORY HEALTH INSURANCE 
WOULD ADD ENORMOUS EXPENSE 
TO AN ALREADY TAX BURDENED 

PEOPLE 


Dr. John R. Neal, chairman of the Legisla- 
tive Committee of the Illinois State Medical So- 
ciety, in his pre-election letter to prospective 
candidates for the legislature gave the candidates 
the following educational information: 
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Although apparently not much of an issue in 
the election campaign compulsory health insur- 
ance will almost certainly come before the next 
Congress of the United States in the form of a 
bill. You know, of course, that the physicians 
of Illinois, in common with those of the Nation 
generally, are deeply interested in this probabil- 
ity. I am very confident that I speak for an 
overwhelming majority of the medical profes- 
sion of the State when I say that they are un- 
reservedly opposed to compulsory health insur- 
ance in any form. 

The United States is now, I believe, the only 
great nation that does not have compulsory 
health insurance in one form or another and we 
ought to be proud of it. Life is substantially 
longer, on the average, the general death rate 
and infant mortality are considerably lower the 
preventable contagious diseases are far less prev- 
alent (with the possible exception of syphilis and 
an effective program has been launched against 
it) and prevailing health is much more favor- 
able in the United States than in any other 
World Power. These advantages, which have 
been gained through the American system, may 
be verified by League of Nations records. 

Compulsory health insurance would add en- 
ormous expense to an already tax burdened peo- 
ple, it would set up machinery susceptible of 
employment in Fascism and would not provide, 
as experience elsewhere has demonstrated, any 
significantly better medical care to the needy 
than they now enjoy. Certainly Illinois has no 
problem that socialized medicine would solve. 

The medical profession has initiated and sup- 
ported all of the significant public health pro- 
grams in this country which have accomplished 
so much heretofore and the profession concurs 
heartily in the proposals of the President’s In- 
ter-Departmental Committee to Coordinate 
Health and Welfare Activities except the propo- 
sition of compulsory health insurance. 





FULL CITIZENSHIP REQUIREMENT 
FOR LICENSURE 

The House of Delegates of the American 
Medical Association at the San Francisco meet- 
ing approved a resolution to be submitted to the 
Federation of State Medical Boards and to the 
officers of each examining board of the United 
States with the request to consider seriously the 
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urgent need for adoption of such rules and for 


legislation necessary for the additional licensure 
requirement of full citizenship of foreign medi- 
cal graduates. 

It is hoped that all state boards will give this 
important matter serious consideration and ad- 


vise the Federation office of any action taken so 
as to guide the Federation in preparing for the 
official consideration at the next annual session 
in February, 1939. 

The resolution states in full: 


WuereAs, The license to practice medicine and sur- 
gery in many countries is limited strictly to citizens 
of these countries; and 

Wuereas, In addition to holding full citizenship, 
each applicant is required in several of these countries 
to show that his medical education was pursued and 
completed in said countries; and 

Wuereas, Many foreign graduates in medicine and 
surgery.in increasing numbers are seeking admittance 
to the practice of medicine in these United States; and 

Wuereas, In order to convey adequately to these 
applicants a full and satisfactory knowledge of the 
American conception of patriotism and of ethical ideals 
in medicine, it is necessary that a period of residence 
be required; therefore be it 

Resolved, That in addition to the requirements for 
foreign graduates, as outlined in a resolution adopted 
by the House of Delegates for the American Medical 
Association in 1936, it is highly desirable that an addi- 
tional requirement of full citizenship in the United States 
of America be demanded; and be it further 

Resolved, That the House of Delegates of the Ameri- 
can Medical Association approve the foregoing and that 
a copy be sent to the properly constituted officers of 
each examining board of the United States and to the 
Federation of State Medical Boards, with the request 
that they consider seriously urgent need for the adoption 
of such rules and/or legislation necessary to put the 
purpose of these resolutions into effect. 





COD LIVER OIL TREATMENT OF INDOLENT 
ULCERS 


Drs. Driver, Binkley and Sullivan in Urological and 
Cutaneous Review, August, 1938, says: 

After experimenting with various formulas for ap- 
plication to indolent ulcers, this one was found to be 
satisfactory : 

Commercial cod-liver oil 

White wax 

The wax base prevents too-rapid absorption of the 
oil in the dressings, and when the dressing is removed, 
it usually clings to the dressing, thus making it pos- 
sible to prevent traumatizing the granulating surface. 

A generous amount of the ointment, usually one- 
fourth inch in thickness, is spread on gauze or mus- 
lin, then covered with oiled silk or oiled paper and 
bandaged in place. A warm, moist chamber about the 
ulcer is thus produced. 


88 percent 
12 percent 
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Following the first application, a marked activity 
is generally set up, resulting in an increased secre- 
tion of pus and serum. The ulcer soon assumes a 
ruddy, clean, healthy appearance and new epithelium 
can be seen growing in from the margins. The dress- 
ings should now be changed less frequently (4 or 5 
day intervals), and extreme care must be used to avoid 
trauma, by wiping with cotton or gauze. The sur- 
rounding skin, if contaminated by secretions, should 
be carefully cleansed with soap and water, in order to 
prevent an infectious dermatitis. 

The effect of the treatment is most striking in cer- 
tain large, indolent, varicose ulcers. Overstimulation of 
granulation tissue may necessitate cauterization with 
silver nitrate or clipping them level with the surface. 





GASTRODUODENOSTOMY FOR CERTAIN 
DUODENAL ULCERS 


Howard M. Clute and John S. Sprague, Boston 
(Journal A, M. A., Sept. 3, 1938), urge that gastro- 
duodenostomy be given more consideration when sur- 
gical treatment is necessary in the management of cer- 
tain duodenal ulcers. Although opinions and experi- 
ences as to the occurrence of stomal ulcers after gas- 
troduodenostomy differ widely, they have been unable 
to discover evidence of a high percentage of these post- 
operative complications. They believe that gastroduo- 
denostomy results in a nearer approach to normal gas- 
tric physiology than other short-circuiting operations. 
They discuss the technic and present the results that 
they obtained following gastroduodenostomy in seven 
cases of pyloric stenosis, in two cases of persistent pain 
from duodenal ulcer in spite of long medical treatment, 
two cases of duodenal ulcer with serious hemorrhages, 
two cases of ulcer high on the lesser curvature of the 
stomach and two bleeding gastrojejunal ulcers. 





POSTURAL TREATMENT OF COLIC 


The colic of infants before the age of three months 
is usually accompanied by considerable gas in the small 
intestine. I placed such infants in the semi-inclined, 
right lateral and abdominal positions, so that the gas 
would rise to the cardiac end of the stomach, and 
found that the colic did not return. 

Fifty infants were examined roentgenologically in 
the recumbent position during the first.week of life, 
and half of this number showed gas in the small in- 
testine. Twenty-five were then placed in a semi-in- 
clined position, so that the esophagus was on a higher 
plane than the pylorus, and in 22 the gas in the small 
intestine disappeared—WiLtiAm Snow, M.D., in Am. 
J. Roentgen. & Rad. Ther., Nov. 1937. 





DO YOU KNOW— 

That scarlet fever is now being prevented by inocu- 
lation and that vaccination against whooping cough is 
apparently effective? Do you know that measles can be 
controlled to a considerable degree through the use 
of convalescent or whole blood given to susceptible 
persons after exposure to the disease? 
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The response of the medical profession of 
Illinois to the suggestion in this column the last 
two months has been both interesting and grati- 
fying. Interesting because of the fact that there 
was not 100% agreement with the idea of the 
medical profession getting in touch with the can- 
didates and endeavoring to get an expression of 
opinion from them. Those, who doubted the ad- 
visability of such a procedure and it is the 
opinion of the writer that they comprise a very 
small percentage of the profession, contended 
that the candidates would not be willing to give 
a statement as to their stand on the question of 
STATE MEDICINE and if they did it would 
be of no value. Those of you who are on Dr. 
John Neals mailing list, have been receiving al- 
most daily reminders of the cooperation of the 
candidates and their desire to let the medical 
profession know their position in the matter. 
And let us here give credit to the admirable man- 
ner in which the obtaining of opinions was per- 
formed as well as the general distribution of the 
information by the efficient Chairman of the 
Legislative Committee of the Illinois State Med- 
ical Society, Dr. John Neal, assisted by his office. 

On the day this is written, one week before 
the election, the writer was approached by a 
representative of one of the candidates for 
United States Senator from Illinois. This rep- 
resentative wanted the writer to know that the 
candidate had been astounded by the interest of 
the medical profession in regard to his stand on 
STATE MEDICINE and was considering the 
advisability of contacting all the members of the 
Illinois State Medical Society before election 
with a definite statement of his opposition. This 
to the writer seems definite proof that something 
can be done by the medical profession in an 
ethical and professional manner to help elect the 
proper men to the Senate and House of Repre- 
sentatives. Even though we cannot rely on pre- 


election promises all the time, it is much easier 


to vote in accordance with written preelection 
promises than it is to ignore them. And it may 
be better politics. 

The response of the medical profession as well 
as the candidates in helping to bring the ques- 
tion of STATE MEDICINE before the public 
and the candidates and to let the public know 
exactly how the medical profession stand on this 
subject has been most gratifying to the writer 
of this column, who has been talking this idea 
for many years, but never felt the time was 
ripe to present it to the medical profession for 
adoption until this year. 

By the time this issue of the Illinois Medical 
Journal is in the hands of the physicians of the 
State, the election will be over and all will know 
who the new Senator, Member of the House of 
Representatives from his District, and the two 
members at large are to be for the coming few 
years, These men should be contacted again and 
the stand of the medical profession kept fresh 
in their minds. Every medical man should avail 
himself of every opportunity to contact his Sena- 
tor and Representative and he might even make 
a few opportunities. There is work for every 
physician in Illinois if we are to have the active 
support of our elected agent in Congress. Do 
not expect The President and Secretary of the 
Society to do all the work for you. 

During the excitement of election campaign, 
the news about what is going on behind the 
scenes at the national capitol has been scant, 
However. the campaign in favor of STATE 
MEDICINE has been going on. The October 
24, 1938 issue of THE UNITED STATES 


NEWS published an article headed “GROUP 
MEDICINE: A TEST UNDER WAY,” In 


this article the statement is made that “Thru- 


man W. Arnold, Assistant Attorney General of 


the Department of Justice in charge of anti- 


trust prosecution, is presenting evidence to the 
Grand Jury in an effort to obtain a criminal 
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indictment against the American Medical As- 
sociation—estimated to represent two thirds of 
the physicians in the United States—and the 
District of Columbia Medical Society for alleged 
‘coercive’ action against the Group Hospital 
Association, Inc., Government employees med- 
ical cooperative.” The writer has not seen this 
information in any of the metropolitan news- 
papers that come to his attention, but the in- 
formation contained in this article proves con- 
clusively that the scare headlines across the top 
of all the Sunday Papers of the Country last 
summer were not an idle threat, but that there 
is a real attempt to intimidate the medical pro- 
fession into at least passive submission to the ex- 
periments at Washington. A little further in the 
article the statement is made. “For the imme- 
diate future the matter of most concern is the 
outcome of the grand jury investigation, which 
will determine whether the Washington G, H. A. 
is to be permitted to serve as a sort of guinea 
pig to determine the feasibility of medical co- 


operatives and whether similar cooperatives are’ 


to be permitted to develop elsewhere.” Surely 
here is food for thought as to the plans under 
way for the medical profession. 

The Chicago Tribune of October 27, 1938 in 
reporting an address at Kansas City by Arthur 
J. Altmeyer, Chairman of the social security 
board said “Arthur J. Altmeyer, Chairman of 
the social security board, declared today that the 
national medical care program proposed re- 
cently by a federal committee will cost only 
$10 or less a person yearly in NEW taxation.” 
The writer was never an expert at mathematics, 
but according to his calculations this would 
amount to 130,000,000 multiplied by 10, which 
would make $1,300,000,000 a year of NEW 
TAXES. He also feels that in these days of 
big figures, that part of the statement quoted 
which says OR LESS may as well be ignored. 
While the final figures would probably be much 
higher than the present estimate, even if it was 
no higher than the estimate, that amount of a 
billion and one third dollars seems a large 
amount to add to the already high taxes, which 
are even now with the opening of Congress two 
months off being threatened with a marked in- 
crease. 

The lay press continues to give considerable 
attention to the medical profession. The latest 


article to blister the medical profession appeared 
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in LIBERTY of October 1938. Of course such 
an article was not unexpected, but it certainly 
was extremely unfavorable to the medical pro- 
fession and is an excellent example of the kind 
of propaganda now in use. We suggest that all 
the medical profession read the article and after 
that let their conscience be their guide as to how 
much to believe that they read and as to the 
proper place for LIBERTY. 

We are almost ready to promise no more 
political editorials. However, we make no apol- 
ogy for our interest up to this time and regard- 
less of whether the new Senator from Illinois is - 
a Democrat or a Republican we feel that the 
medical profession is in better position to keep 
in contact with him than ever before and should 
have no hesitancy in asking his support in any 
legislation which is proposed affecting the med- 
ical profession. 

E. S. Hamilton, Chairman, 
Committee Medical Economics. 





Correspondence 


MAGAZINE “KEN” TAKEN TO TASK 
October 17, 1938. 
To the Editor: 

In the October issue of KEN, on pages 61 
and 63, there is an article entitled MONEY OR 
MEDICINE which I think is one of the most 
unfair statements I ever saw of the present con- 
tentions between communism, socialism and the 
American method of medical practice. It was 
written, as you will see, by Harry Keelan and 
follows the communistic practice of ridiculing 
things that cannot from their standpoint be 
treated seriously and honestly. 

Your editorial in the current month’s issue 
and its quotations from Gustav Hartz is one of 
the most effective and convincing statements 
that I have seen in support of the maintenance 
of our present system of private practice. 

A letter from the editor of KEN, Mr, Arnold 
Gingrich, under date of October 12, lauding the 
enterprise of the paper, doubtless with view to 
getting advertising or subscriptions, has been 
replied to as shown by attached carbon. 

Probably you saw an article in the Chicago 
Tribune of October 14 under the title NEW 
STEP TAKEN TO PUT MEDICINE 
UNDER U. S. RULE, which describes a’ set-up 
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of a medical loan fund for the families on relief 


in the Dakotas. It is insiduous and is designed 
to accomplish by indirection what cannot be ac- 
complished under the law directly. It is an- 
other instance of the danger to our American 
institutions in handing great sums of money 
over to bureaus for use at their discretion, espe- 
cially when these bureaus are so dominated by 
officials who entertain un-American ideas and 
hold the governments of Russia, Germany, and 
Italy up as ideals, 


JouHNn S. Wriaeut. 


Mr. Wright’s letter to “Ken” follows: 





October 20, 1938 


Mr. Arnold Gingrich, Editor “KEN” 
919 North Michigan Avenue 


Chicago, Illinois 


Dear Mr. Gingrich: 

Replying to your letter of October 12 regard- 
ing KEN, I have read sample copies and found 
them very interesting. I regretted to see in 
the issue of October 20, pages 61 and 63, an 
article entitled MONEY OR MEDICINE which 
| think is extremely unfair to the physician. It 
is an attempt to ridicule organized medicine 
and ignores the effort it is making to improve 
the service to the medically indigent. 

The average income of physicians is low but 
it is estimated that the physicians of the United 
States give to the poor under the present system 
of private practice at least a million dollars 
worth of free service per day. It is doubtful 
if any other class of our citizens does so much 
charity work as the physicians. 

Under the voluntary co-operative efforts of 
physicians educational standards and require- 
ments for medical practice have been steadily 
advanced, hospital facilities and standards have 
been improved in a great degree. Furthermore, 
physicians have been diligent in promoting pre- 
ventive medicine and have instigated and ad- 
vanced the legal enactments and machinery for 
the prevention and control of communicable dis- 
eases. The national health has never been bet- 
ter; in fact, during these hard times the death 
rate has reached a new low. 

The decline in diphtheria, tuberculosis, and 
typhoid in the United States under the present 
medical system has been more rapid than in 
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Creat Britain and in some other countries where 
medicine has been partially or wholly social- 
ized. 

The medical care of the indigent frequently 
involves far more than the services of the phy- 
sician. Effective treatment depends upon such 
adjuncts as adequate housing, food, clothing, 
nursing, ete. Many of the medical indigent are 
unemployable, wasteful or dissolute and are 
essentially institutional cases. At present, as in 
years past, these patients are almost invariably 
given freely any help that the phyician himself 
can render, 

Despite the great accomplishments of physi- 
cians who have given us through their volun- 
tary efforts the best medical service of any coun- 
try and have served the poor unstintedly, Mr. 
Keelan holds them up to scorn as purely mer- 
cenary and ridicules their resistance to the com- 
munistic campaign now being waged, under the 
guise of helping the poor, to destroy private 
practice. 

Dr. Charles J. Whalen, 25 East Washington 
Street, Chicago, editor of the ILn1INoIs MEpiIcaL 
JOURNAL, who thinks and writes with inde- 
pendence and force, made this question the sub- 
ject of his leading editorial in the current Octo- 
ber issue. Dr. Whalen is thoroughly conversant 
with the arguments for and against present med- 
ical practice, and through various editorials has 
presented the subject fairly from the standpoint 
of the patient as well as that of the physician. 
Since your readers have heard the communistic 
side of the question, it would seem desirable to 
give them the defense of the American system. 


Elsewhere socialized medicine has reduced the - 


quality of service to the patient, increased the 
total cost to the public, required an elaborate 
bureau of political appointees for its adminis- 
tration, but it has not given the health of the 
people increased protection, conservation or im- 
provement. 

All admit that a great bureau will be re- 
quired to administer socialized medicine and as 
a job-creating proposal it has never been sur- 
passed. Under it a horde of field agents and 
investigators would swarm over the land investi- 
gating and reporting to Washington on the 
daily activities of every citizen needing medical 
care. 


John S. Wright. 
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HYMENOLEPIS NANA INFESTATION 
WITH SEVERE SYMPTOMS 


Jacksonville, Illinois, October 16, 1938. 
To the Editor: 


Infestation with Hymenolepis nana, the dwarf 
tapeworn of man, may produce serious symp- 
toms. Ward! gives the following as among those 
associated with the presence of Hymenolepis 
nana: abdominal pain or tenderness and diarrhea 
most frequently ; anemia, dizziness and headache. 
Various nervous disorders and even epilepsy have 


been observed. It is because of the extreme se- 
verity of the signs of central nervous system irri- 


tation that the following case is reported: 


A fourteen months old female baby was admitted to 
Passavant Memorial Hospital with cramping and 
diarrhea of two days duration. The infant had been 
breast fed throughout but had been given water that 


had not been boiled. The mother stated that the family 
thought the water in the neighborhood of their residence 
in the river bottom was not good. The baby had been 
seen by the family physician who prescribed eliminative 
treatment. Many minute worms were passed following 
this. However, the baby did not do well, the diagnosis 
of encephalitis was considered and hospitalization ad- 
vised. 

Admission temperature was 106.8. Physical examina- 
tion showed a well developed, fairly nourished, markedly 
prostrated and dehydrated female infant. The anterior 
fontanelle was depressed, the eyeballs were sunken. 
The tongue was heavily coated, there was definite 
acetone odor on breath. Heart sounds were soft, pulse 
rate 168. The abdomen was distended, tympanitic but 
at the same time rather soft with no evidence of rigidity. 
All deep reflexes were depressed. The epigastric and 
abdominal reflexes were diminished. Plantar reflexes 
were present but no extensor phenomena secured. There 
was no neck sign or Kernig. 

The white blood count was 10,900. Stool examina- 
tion showed many ova of Hymenolepis nana, a few 
adult worms, many r.b.c. and some mucus. 

Parenteral fluids, enemata and packs were the thera- 
peutic measures employed. Breast feedings were con- 
tinued with additional fluid by mouth when the infant 
was able to swallow. The temperature ranged from 
103.4 to 106.6 during the twenty-four hours after ad- 
mission. Muscular twitching was noted the morning 
after entrance. Increase of temperature to 108.8 that 
evening was associated with appearance of convulsions. 
Cardiac action, became weaker with respirations more 
shallow until death occurred thirty-one hours after 
admission. Permission for autopsy was refused. 


The large number of ova found, the presence 
of a few adult worms even after eliminative 
treatment prior to entrance, led to the thought 
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that infestation was heavy. While the infant was 
referred to the hospital with a provisional diag- 
nosis of encephalitis there were no organic find- 
ings indicative of this disease. The appearance 
was rather that of an extreme prostration from 
a toxemia for which no other source than the 
presence of ova of intestinal parasites could be 
found. The presence of red blood cells in the 
feces suggested either sufficient bowel irritation 
and tenesmus to produce bleeding or else oozing 
from sites of attachment of the parasites. Blood 
was found in the feces in a case reported by 
Goldman while Imes found bloody extravasation 
in the ileum at post mortem (Ward, loc. cit). 
Frequency of Hymenolepis nana infection is 
given as varying from 0.5% in adults to as high 
as 39% in infants. An intermediate host is not 
necessary in the life history of this parasite. “If 
man can serve as both final and intermediate 
host the ingestion of a few ova in polluted drink- 
ing water might bring about a multiple or mass 
infection by virtue of later increase through mul- 
tiplication within the host.” (Ward, loc. cit.) 
Convulsions are often ascribed by the laity to 
worms. Though they may sometimes be due to 
intestinal parasites usually some other factor is 
the causative one. The case here reported ap- 
pears, however, to fall in the category of intes- 
tinal parasitic infestation with nervous system 
irritation sufficiently pronounced to cause hyper- 
pyrexia, prostration, convulsions and death. 
Frank GArm Norsury, A.M., M. D. 
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1, Ward, H. B.: Animal Parasites, in Abt’s Pediatrics, Vol. 
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STUDIES ON THE MIDBRAIN AND MID- 
BRAIN EXTRACTS 


Chicago, Il., October 25, 1938. 
To the Editor: 

The following report represents a compila- 
tion of several years of studies on the dien- 
cephalon and its correlation to the glandular and 
neurovascular apparatus of the body. The search 
for an all-important center in the midbrain was 
inspired by peculiar autopsy findings of this 
area in cases of thyrocrisis. Experiments were 
undertaken to: firstly imitate a state similar to 
thyrotoxicosis and thyrocrisis in larger animals 
such as dog, cat, sheep and monkey, secondly to 
treat those animals with an extract made of dien- 
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cephalon substance. The program was ap- 
proached in various ways: (1) by interrupting 
the nerve supply of the thyroid gland, by thy- 
roidectomies, by injecting chemicals into the 
thyroid gland and finally by injection of a min- 
ute amount of 2% formalin in 50% ethylalcohol 
(2) into the tuber cinereum area of the lower 
diencephalon. The former experiments (1) (“as- 
cending” series) resulted in an encephalitis-like 
alteration of the tuber cinereum, nucleus para- 
ventricularis and adjacent regions, the latter 
(2) (“retrograde” series) in simulating a state 
of anxiety. 

In order to estimate the physical properties 
of the diencephalon substance, the material was 
examined with a small apparatus attached to 
the microscope. The apparatus was newly con- 
structed for these tests using two electric cur- 
rents for conductance measurements. ‘The ob- 
servations allowed an assumption of greater elec- 
tro-chemical activity of the midbrain material 
in comparison with that obtained from distant 
regions of the brain. 


Thus encouraged we attempted to produce an 
extract of the midbrain substance hoping, that 
we would find an agent, which would have a de- 
cided influence upon the chemism of the body. 
The first crudely prepared extracts already 
showed sharp reactions when injected into rats. 
The experimental animals uniformly offered the 
same picture of shock from 20 to 30 seconds 
after injection. Following a few initial tetanic 
convulsions the reaction changed into a state 
of paralysis of extremities, analgesia and anes- 
thesia. The animals returned to normal within 
two hours. 

As a next step the effect of carefully prepared, 
dehistaminized and sterilized saline, alcoholic 
and acetone extractions of beef brain diencepha- 
lon were studied on 30 and 45 days old rats. 
Immediate post mortem examinations soon after 
the onset of general paralysis in the animal re- 
vealed: swelling of the cerebral base, accumula- 
tion of enormous amounts of liquid blood intra- 
and extravascularily over the entire lower sur- 
face of the diencephalon, numerous pinpoint 
hemorrhages in the serous skins. Several series 
of experiments were carried over periods of 2, 
4, 6 and 8 weeks by treating the animals with 
daily doses of midbrain extracts. Autopsies 
after these treatments presented: enlargements 
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of the lower diencephalon, pathological changes 
of the thyroids, adrenals and genital organs. 

The extracts then were tried on larger ani- 
mals, which were prepared by injection of for- 
malin in alcohol into the tuber cinereum area 
as mentioned before. With the beginning of the 
critical symptoms of fearfulness and apprehen- 
sion the extracts were administered with the re- 
sult, that the symptoms were alleviated tempo- 
rarily. A marked fall in bloodpressure and an 
appreciable lowering of the bloodsugar, phosphor 
and ‘calcium levels were noticed. 

A differentiation of four fractions of extracts 
was accomplished during the process of prepara- 
tion. We anticipate a variety of effects and ac- 
tivity of these four strains, which are being 
analysized as to their chemical structure. At the 
present time the first fraction appears to be the 
most effective one. It is my belief, that the 
various fractions of diencephalon extracts act 
as mediators upon the hypophysis thus influ- 
encing the different pituitary factors. This con- 
clusion was strengthened by the evidence of 
lesser reactions in hypophysectomized rats. 

Clinical observations corroborated the findings 
of the animal experiments. As outstanding fea- 
tures of the treatments were noticed: rapid and 
fairly long lasting decrease of bloodpressure and 
relief of anxiety. Laboratory notations before 
and after injections showed: lowering of the 
bloodsugar, phosphor and calcium levels, change 
of the refractive index and viscosity of the blood. 
Further data are now being collected on a large 
number of hospitalized patients to determine the 
physiological action and therapeutic value of the 
extracts. 

An article with detailed description of all 
steps and procedures of my investigations is to 
follow this short survey in the near future. A 
list of the bilbliography also will be given at 
that time. 

Erich H. Bukofzen, M.D. 

1150 N. State St. 





EDUCATIONAL COMMITTEE 
Report for September and October, 1938 


SPEAKERS BUREAU 


Eighty doctors were scheduled to address meetings of 
the following groups: Kiwanis Clubs, Parent Teacher 
Associations, County Federation Women’s Clubs, Ro- 
tary Clubs, Mothers Clubs, Women’s Clubs, Public 
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Meetings sponsored by County Medical Societies, Church 
Groups, Hospital Auxiliaries, District Conferences Par- 
ent Teacher Associations, Junior High School Assem- 
blies, Senior High School Assemblies, County Teachers 
Institutes, Lions Clubs, Home Bureaus, Farm Bureaus, 
College Science Clubs, Y. M. C. A.’s 

Doctors were scheduled to give talks on Socialized 
Medicine and to participate in forums on this subject. 

Special material was supplied to doctors throughout 
the state who were asked by their local lay groups to 
talk on the subject of State Medicine. 

EXHIBITS 

The Educational Committee planned two exhibits for 
the Marshall Field & Company window—these were on 
HAY FEVER and HUNTING AND TULAREMIA. 

The Committee had an exhibit at the Annual Meet- 
ing of the Illinois State Nurses Association, Stevens 
Hotel, Chicago, October 19-21. 

An exhibit was set up by the Committee at the Amer- 
ican Dental Association Annual Meeting in St. Louis, 
October 24-28. 

The Committee has been invited to present an exhibit 
of its work at American Medical Association Annual 
Meeting, 1939, St. Louis. 

RADIO 

The Committee is using stations WGN, WJJD and 
WAAF. 

Seventeen programs were given during the months of 
September and October. 

The Committee is supplying copies of its radio ma- 
terial to SEVEN other Illinois cities for local use. 

Copies of October radio program were sent to 850 
libraries and individuals. 

MISCELLANEOUS 


Special material was prepared for the Illinois Fed- 
eration of Women’s Clubs. 

Material was supplied for district meetings of the 
Illinois Congress of Parents and Teachers. 

The Secretary participated in a health program at 
the Chicago Woman’s Clubs. 

Suggested programs for the Women’s Auxiliaries, 
county and state. 

Material prepared for Maternal Welfare Committee. 

Contacted Illinois Branch American Academy of 
Pediatrics about cooperation in educational program. 

Arranged all postgraduate programs on Obstetrics & 
Pediatrics, supervised sending of notices to doctors, and 
the press releases. 

SCIENTIFIC SERVICE 


Requests for scientific speakers during the last two 
months have increased. 

All sections of the state have been served and a wide 
variety of subjects presented as indicated in the follow- 
ing report by counties, speakers and topics : 

Scott County Medical Society, Iowa—R. S. Berghoff 
—Heart Disease. 

Henry County—C. E. Galloway—“Obstetrics.” 

Henry County—John O. Bigler---Pediatrics. 

Union County—Cecil M. Jack—Heart. 

Kankakee County—M. Herbert Barker—Nephritis & 
Edema. 
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Hancock County—J. W. Sours—Heart Disease. 

Bureau County—A. H. Verbrugghen—Head and 
Spinal Injuries. 

Effingham County—Frank Deneen—Diseases of the 
Gall Bladder and Liver. 

Coles-Cumberland—Herbert E. Schmitz—Gynecology. 

Maryland County—Arthur H. Conley—Fractures. 

Jefferson-Hamilton—James H. Hutton—Endocrine 
Therapy of Proven Value. 

Peoria Medical Society—Conrad S. Sommer—Emo- 
tional Problems in Internal Medicine. 

Peoria Medical Society—Ford Hick—Internal Medi- 
cine, 

Christian County—R. A. Tearnan—Endocrine Fac- 
tors in Gynecological Disorders. 

Carroll-Jo Daviess Counties—Arthur H. Parmelee— 
Diseases of the Newborn. 

Carroll-Jo Daviess Counties—William F. Mengert— 
Prolonged Labor. 

St. Joseph’s Hospital, Aurora—J. P. Greenhill—Re- 
lief of Pelvic Pain. 

Knox Warren Counties—William J. Dieckmann— 
Forceps Delivery. 

Knox Warren Counties—Clifford Grulee—Care of 
the Premature Infant. 

Ninth Councilor District—H. M. Camp—Menace of 
Socialized Medicine. 

Ninth Councilor District—H. H. Hill—Proposed 
Studies of the Maternal Welfare Committee. 

Ninth Councilor District—S. E. Munson—What Or- 
ganized Medicine Has Done for the Physician. 

Ninth Councilor District—Andy Hall—Purpose and 
Progress of the State Maternal Welfare Committee. 

Ninth Councilor District—T. B. Williamson—Ex- 
planation of the County Platform. 

Tenth Councilor District—John R: Neal—What Or- 
ganized Medicine Has Done for the Physician. 

Tenth Councilor District—J. S. Templeton—Purpose 
and Progress of Maternal Welfare Program. 

Tenth Councilor District—H. M. Camp—Menace of 
Socialized Medicine. 

Tenth Councilor District—-H. H. Hill—Studies of the 
Maternal Welfare Committee. 

Tenth Councilor District—T. B. Williamson—The 
County Platform. 

Douglas County—O. H. Crist—Management of Pro- 
longed Labor. 

Beardstown Hospital Staff—T. D. Masters—Compli- 
cations of Diabetes. 

Will Grundy—Leo K. Campbell—Recent Advances 
in the Management of Diabetes Mellitus. 

Morgan County—Bert I. Beverly—Behavior Prob- 
lems of Children. . 

Perry County—O. P. J. Falk—“Recent Advances of 
Therapeutics.” 

Perry County — Lee 
Hemorrhages.” 

Stephenson County—I. R. Sonenthal—“Dementia 
Praecox.” 

Stephenson County—John A. Wolfer—Recent Ad- 
vances in Surgery. 


Dorsett — “Management of 
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Stephenson County—Lee Connel Gatewood—Amebia- 
sis. 

Iowa Illinois District Association—Archibald  L. 
Hoyne—Treatment of Some Common Contagious Dis- 
eases. 

Madison County—Don C. Sutton—Heart Disease. 

Rock Island County—T. B. Williamson—“Why a 
Maternal Welfare Committee.” 

Rock Island County—David S. Hillis—Management 
of Prolonged Labor. 

Rock Island County—Clifford Grulee—Care of the 
Premature Infant. 

Effingham County—Millard Arbuckle—Diagnosing 
and Treating Pulmonary Disorders. 

Will Grundy County—Guy M. Cushing—Acute Per- 
forating Ulcer of the Stomach. 

McDonough County—Frederick H. Falls—Value of 
Prenatal Care. 

McDonough County—Edwin N. Nash—Obstetric An- 
algesia. 

Carroll-Jo Daviess Counties—Bert I. Beverly—Be- 
havior Problems. 

Carroll-Jo Daviess Counties—Charles B. Reed—Med- 
ical Complications of Pregnancy. 

Jefferson-Hamilton—T. B. Williamson—Technic of 
Home Delivery. 

Stephenson County—Gustav L. Kaufmann—Infant 
Feeding. ; 

Kankakee County—Aaron Arkin—Differential Diag- 
nosis of Organic Heart Disease. 

Wayne County—T. B. Williamson—Technique of 
Forceps Delivery. 

Stephenson County—Eugene Cary—Management of 
Prolonged Labor. 

Union County—Benjamin Boshes—Neurosyphilis. 

Will-Grundy County—Fred M. Drennan—Cause & 
Treatment of Irritable Colon. 

DuPage County—Robert Black—The Rheumatic Syn- 
drome in Children. 

Coles-Cumberland—Robert S. Berghoff—Heart Dis- 
ease. 

Knox-Warren Counties—Robert A. Black—Rheuma- 
tism & Heart Disease in Children. 

Knox-Warren Counties—Ralph Reis—Medical Com- 
plications of Pregnancy. 

Stephenson County—Archibald Hoyne—Meningitis. 

Stephenson County—James H. Bloomfield—Placenta 
Previa. 

St. Joseph Mercy Hospital, Aurora—R. P. Mackay— 
“Psychological Management of Patients.” 

Monroe County—J. S. Templeton—Home Deliveries. 

Monroe County—Frank B. Hiller—Obstetrical Sur- 
gery. 

Fifth Councilor District—S. E. Munson—Medical 
Economics. 

Fifth Councilor District—Harold M. Camp—Med- 
ical Economics. 

Fifth Councilor District—Maurice Blatt—Fevers in 
Children and Their Treatment. 

Fifth Councilor District—Charles Edwin Galloway— 
Lesions of the Cervix. 

Green County—-Thomas J. Coogan—Heart. 

Tri-County—Warren H. Cole—Hyperthyroidism. 
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Will-Grundy—A. J. Arieff—Treatment of Epilepsy. 

Stephenson County—Joseph K. Calvin—Nephritis. 

Stephenson County—A. F. Lash—Puerperal Sepsis. 

McHenry County—Philip H. Smith—Management of 
Placenta Previa. 

Montgomery-Macoupin Counties—L. M. Riordan— 
Toxemias of Pregnancy. 

Montgomery-Macoupin Counties—J. J. Donahue— 
Care of the Premature. 

Montgomery-Macoupin Counties—O. H. Schwarz— 
Prolonged Labor. 

Montgomery-Macoupin Counties—I. M. Levin—Per- 
tussis. 

Lake County—A. J. Kobak—“Toxemias of Preg- 
nancy.” 

Lake County—Frederick H. Falls—Management of 
Prolonged Labor. 

Lake County—Isaac Abt—Premature Infant. 

Jersey-Greene—W. B. Raycraft—Prevention of Con- 
tagious Diseases. 

Jersey-Greene—William 
juries. 


B. Sorbin—Obstetric In- 


NEWSPAPER SERVICE 

Articles written and approved on the following sub- 
jects: The Hunting Season, Getting Ready for Winter, 
Want to Be a Hundred? Pneumonia Trends, Healthy 
Baby, Bright’s Disease, School Child’s Lunch Box, 
Danger Signals—Doctor Edward Livingston Trudeau. 

643 releases sent announcing regular and special 
meetings of the following counties: Logan, Bureau, 
Effingham, Hancock, Jefferson-Hamilton, LaSalle, 
Wayne, Rock Island, Franklin, McDonough, Henry, 
North Shore Branch, 5th, 9th and 10th Councilor Dis- 
trict Meetings. 

8,895 special health columns as follows: Health col- 
umns to Illinois papers; Health columns to Chicago 
papers; Editorial style health articles to papers; Arti- 
cles sent to lay list includes Home Advisers, Health 
Chairman, W.P.A. Teachers, Schools, Red Cross; Arti- 
cles to libraries for bulletin boards and health files; 
Articles to hospitals of the state for bulletin boards. 


SPECIAL HELP TO COUNTY SOCIETIES 


202 notices for Effingham County; 206 notices for 
Bureau County; 504 notices for Henry County; 350 
notices for Hancock County; 606 notices for LaSalle 
County; 143 notices for Perry County; 226 notices for 
Jefferson-Hamilton County; 130 notices for Franklin 
County; 500 notices for Fifth Councilor District; 322 
notices for Tenth Councilor District; 168 notices for 
Ninth Councilor District; 482 notices for Whiteside 
County. 

SUMMARY 

In looking over the report, it is quite evident that the 
Committee is being used both by the county societies 
and by important lay groups in the state. 

Respectfully submitted, 
JEAN McARTHUR, 
Secretary. 





COMMITTEE ON MATERNAL. WELFARE 
The Council of the Illinois State Medical Society at 
their recent reorganization meeting, reappointed the 
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Committee on Maternal Welfare. This Committee is 
to serve for another year. The Committee named: 

First District—A. B. Owen, M. D., Rockford, Illinois. 

Second District—Joseph T. O’Neill, M. D., Ottawa, 
Illinois. 

Thitd PesGict— oe cee ssc Chicago, Illinois. 

Fourth District—Phebe L. Pearsall, M. D., Moline, 
Illinois. 

Fifth District—R. R. Loar, M. D., Bloomington, 
Illinois. 

Sixth District—Milton E. Bitter, M. D., Quincy, 
Illinois. 

Seventh District—Walter D. Murfin, M. D., Decatur, 
Illinois. 

Eighth District—O. H. Crist, M. D., Danville, Illinois. 

Ninth District—T. B. Williamson, M. D., chairman, 
Mt. Vernon, Illinois. 

Tenth District—H. G. Horstman, M. D., Murphys- 
boro, Illinois. 

Eleventh District—H. G. Horstman, M. D., Secretary, 
Joliet, Illinois. 

Dr. Frederick Falls and Dr. Harold Hill will con- 
tinue to act in an advisory capacity. 

The Council commended the Committee on their prog- 
ress to date stressing the fact that this and the Educa- 
tional Committee were the only ones now in existence 
acting as a liaison between the laity and medical profes- 
sion. 

Each county medical society has been asked to name 
a county chairman for the following year. It is de- 
sirable this be done at once in order that the state 
organization may be completed. 

The district meetings will be continued this year. 
This serves as an educational feature to the county 
chairman and members of local societies in order that 
the object and function of the Committee may be 
brought to the individual physician. 

The county program will be more thoroughly under- 
stood after these meeting and the attitude of the State 
Medical Society toward this movement will be outlined. 

In addition to the education of laity along prenatal 
lines this next year will seen an attempt made to study 
the facilities for hospital care of expectant mothers and 
babies. A survey will be made by means of a question- 
aire and communities not having ample facilities will 
then be enlightened as to the progress made in this 
branch of medicine. 

A pamphlet on suggested care for expectant mothers 
has been prepared and will soon be available for dis- 
tribution. 

Dr. Munson, President of the State Society, attended 
the recent meeting of the Committee and stressed the 
fact that the sincerity of the county chairman was the 
all-important factor in the success of the program. He 
is the man who must guide the principles through the 
local channels. 


T. B. Wittiamson, M. D., Chairman. 
Joun F. Carey, M. D., Secretary. 
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SCIENTIFIC EXHIBITS AT THE 
ROCKFORD MEETING 


Applications for space in the Scientific Exhibits at 
the Rockford Meeting, May 2-4, 1939, have already 
begun to come in. A hall adjoining the first floor of 
the hotel has been provided so that the exhibits may 
all be in one place instead of being scattered about 
as they were three years ago. 

This year several booths are to be reserved for mis- 
cellaneous exhibits that those having something of 
interest that will occupy only eighteen to twenty-four 
square feet may be provided with space. 

We especially hope that. those who are preparing 
exhibits for the A. M. A. or have exhibits that have 
been presented before other societies will apply for 
space. The officers of the A. M. A. accept exhibits 
that have been presented at a state society meeting and 
exhibitors find the preliminary showing of great value. 

For application blanks write to N. S. Davis, III, 
700 N. Michigan Ave., Chicago, Illinois. 





THIRD CONGRESS OF THE PAN-PACIFIC 
SURGICAL ASSOCIATION 


The Third Congress of the Pan-Pacific Surgical As- 
sociation is to be held in Honolulu, September 15 to 28, 
1939. 

This will be the third meeting of the Pan-Pacific 
Surgical Association, the two former ones having been 
held in 1929 and 1936 also in Honolulu. An invitation 
is extended to all surgeons of your association to meet 
in Honolulu outstanding men from countries of the 
Pacific area, including Australia, New Zealand, China, 
Japan, Java, Canada, United States, for an interchange 
of surgical thought and for the purpose of bringing 
about better understanding through personal contact 
among the surgeons of these countries. 

There will be sections in fractures and orthopedics, 
general surgery, gynecology, motion pictures, neuro- 
surgery, ophthalmology, otolaryngology, roentgenology, 
plastic surgery, thoracic surgery and neurology, all 
headed up by outstanding men as chairmen for the 
United States and equally prominent men as chairmen 
for the Australasian section. The Congress affords not 
only participation in interesting scientific papers, but a 
most enjoyable vacation in the “Paradise of the Pacific.” 

Communications for information should be directed 
to George W. Swift, M. D., 902 Boren Avenue, Seattle, 
Past President of the Association; Frederick L. Reich- 
ert, M. D., Stanford University Hospital, San Fran- 
cisco, program chairman for the United States; Howard 
Updegraff, M. D., 6777 Hollywood Blvd., Los Angeles, 
program vice-chairman; or Forrest J. Pinkerton, M. D., 
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Secretary-Treasurer of the Association, Young Build- 
ing, Honolulu, Hawaii. 





PAY PENSIONS NOW 


Fiction BEHIND THE SOCIAL SEcuRITY TAX 
THE Vicious ANGLE 


The social security tax, however laudable the idea, 
has become a vicious kind of concealed sales tax. And 
here Roosevelt has permitted a true example for his 
enemies to pound. They can point to their humanitarian 
agreement with his purpose but damn his means. 

And this newspaper in this instance joins them in 
damning his method to do something, however humani- 
tarian, that place so heavy a burden on those least able 
to pay. Taxing progress. Punishing enterprise. 

Not only does the worker lose the deduction from his 
wages, but he must pay on all he buys, not only the 
tax but the wholesale and retail overhead and profits 
added to it. And there are no pensions being paid out 
of the fund yet either. Years must elapse before enough 
credits are built up to provide enough for a dozen eggs 
a week or room rent. If pensions should be paid, pay 
them now. Pensions are equally as good a way of 
distributing purchasing power as any other. Devices 
for regulation to need are not unknown. 

But more vicious even than its viciousness as a con- 
cealed sales tax, it can be a death blow to enterprise 
and little business. Businesses can live or die'on a 
3% margin. A business can live a hundred years com- 
fortably breaking even, continue to give employment 
and maintain wages. A business one point in the black 
making 1% can go on forever. Thousands of businesses 
are on this margin or were while they lasted. The 
business breaking even or the business at 1% profit 
cannot continue and pay the 3%. 

These cases are, of course, extreme simplification. 
Credits can be taken advantage of for some years in 
each case to cover operation, but the business that goes 
bankrupt after five years just because it didn’t have a 
10% margin to carry on, is one killed by a yearly drain 
of 2%. 

Under social security payroll taxing, not only is the 
enterprise and a start necessary to make a little busi- 
ness but 3% more, a feat in capitalism, must be dug 
up whether it breaks it or not. An unnecessary burden 
is placed on the enterprise that makes jobs. 

But if it were met as simple, honest government 
financing should be and not by high tory political fic- 
tions to please credit manipulators—it would be on the 
income tax, and pensions would be paid now. 

Under payment for pensions by income tax, small 
business would not be forced to pay it whether they 
made it or not, and the large numbers debarred now 
from its benefit could be included in its humanitarianism. 

We conclude that it is better to bring it out in the 
open as a straight-forward sales tax, acknowledged, and 
to include everyone and stop the vicious concealment 
of it as a hidden sales tax. They repay the accumula- 
tion to those who have paid, so small business can again 
replace worn equipment and the worker can get a safer 
car, new furniture, clothes or a washing machine. 
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Or. better still, put it on the income tax even if it 
broadens the base. The worker is better off paying an 
income tax that is less than his salary deduction and 
much less than a concealed sales tax. 

All sales tax, open and concealed, falls heaviest on 
the worker and salaried man.— Edgewater News, 
August 23, 1938. 





ALL HONOR TO MEDICINE 


In the Voice of the People, Chicago Tribune, the 
Reverend William J. Ohan, expresses kind feelings for 
the doctors. 

During 29 years I have visited the sick in almost 
every one of the 106 hospitals listed in our city direc- 
tory. Last year I called on sick folk in 56 hospitals. 
I have learned to know them intimately. There are 
two erroneous ideas I’d like to correct. First, the 
public imagines hospitals are coining money and are 
heartless in their charges for hospitalization. The fact 
is that few of them make any money. I know the 
Presbyterian Hospital would have to close its doors if 
it were to depend entirely upon the pay patients and 
continue its large charitable work. My 29 years’ ex- 
perience with hospitals has shown that every hospital 
(but one) has cooperated and, at my recommendation, 
accepted patients either as charity patients or at a re- 
duced rate to meet the ability of the patient. If the 
public were to stop and analyze the cost of equipment, 
the attendants needed to keep the hospital spick-and- 
span, the tireless and cheerful service of the nurses, 
the immaculate care given in the operating rooms and 
the thousand details attended to, it would appreciate 
the hospitals more. The second error is that doctors 
are getting fabulously rich and that they are heartless 
in their charges. Here again I want to say it to the 
credit of the doctors. Not one of them has ever re- 
fused to render the needed medical service to anyone 
I recommended. All have cheerfully given free service 
and gladly cut the bills to meet the ability of the 
patients. Let us honor these men who are ready to 
help us to health and honor the institutions (the hos- 
pitals) which seek to put us on our feet in the shortest 
time possible. 





SOCIAL SECURITY COSTS UNKNOWN 
(Copyright, 1988, by Science Service) 

Washington.—Government officials have no idea how 
much the Social Security old-age insurance will cost 
forty years from now. Such estimates have been re- 
ported frequently. 

Despite intricate calculations, or perhaps because of 
them, Consulting Actuary W. R. Williamson, of the 
Social Security Board, confesses that it is impossible 
now to predict the possible cost of the plan when 1980 
rolls around. 

First among the uncertainties is the number of men 
and women who will survive to the age of 65 in future 
years. The experience of insurance companies, Mr. 


Williamson does not wish to rely on in making this 
estimate, because the insurance companies, medical ex- 
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aminations and other factors make the situation of the 
life insurance holder different from that of the general 
population. A margin of safety for the insurance com- 
pany in figuring death payments becomes just the oppo- 
site when the object is to figure life annuities. 

New discoveries in medical science may reduce the 
death rate from old-age diseases. Such advances would 
add to the cost of old-age insurance. Invention of new 
contraptions like the automobile and airplane, on the 
other hand, might increase the likelihood of accidental 
death, thus reducing the cost of old-age payments. 

War would entirely upset predictions of survival and 
would reduce costs of the plan. 

Another uncertainty is the number of individuals 
covered by the plan. 

“There is as yet no clear evidence of the exact num- 
ber of covered workers or approximate full-time jobs,” 
says Mr. Williamson in his report for the Social Se- 
curity Bulletin. 





SCIENTIFIC EXHIBIT 
AMERICAN MEDICAL ASSOCIATION 

Application blanks are now available for space in the 
Scientific Exhibit at the St. Louis Session of the Ameri- 
can Medical Association, May 15-19, 1939. Attention 
is called to the fact that the meeting is a month earlier 
than usual, and applications close January 5, 1939. 
Blanks will be sent on request to the Director, Scien- 
tific Exhibit, American Medical Association, 535 North 
Dearborn St., Chicago, IIl. 





ANNOUNCEMENT 
The Physician’s Association, Department of Public 
Welfare, State of Illinois, held its third annual meet- 
ing in the Kankakee County Medical Society rooms, 
Arcade Building, Kankakee, Illinois, on October 12, 


“1938. 


The morning session which convened at 10:00 A. M., 
was given over to the business activities of the asso- 
ciation and the election of officers. Officers elected are: 
Drs. Francis J. Griffin, president; Marjorie R. Nesbitt, 
vice-president ; Jacob W. Klapman, secretary-treasurer. 

The afternoon session was called to order at 2 P. M. 
Dr. A. A. Low, Assistant State Alienist, spoke about 
the newly organized association of former patients of 
the Psychiatric Institute, and its implications for the 
entire group of mental patients. 

Dr. Louis Belinson delivered a paper, giving a com- 
parative survey of anti-luetic treatment in the State 
hospitals of Illinois. 

The meeting adjourned at 4:15 P. M. 





PROPHYLAXIS AGAINST PNEUMONIA A 
POSSIBILITY 

A U. S. Public Health Service release from Wash- 
ington, October 21, 1938, says: 

Prophylaxis against pneumonia appeared as a pos- 
sibility today on the strength of recent tests of a new 
vaccine, 

The agent has been developed after many years of 
intensive laboratory research by Dr, Lloyd D. Felton, 
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Senior Suregon, United States Public Health Service, 
and others, working under grants from the Influenza 
Commission of the Metropolitan Life Insurance Com- 
pany and the Pneumonia Funds of Harvard and Johns 
Hopkins Universities. 

The vaccine used is sugar-like in nature. It is a 
chemical portion of the pneumonia germ and contains 
all the immunizing qualities of this microbe. It im- 
munizes men and mice. The fact that the entire germ 
is not necessary to produce active immunity, and also 
that the immunizing fraction is practically free from 
the reactions common to almost all vaccines, led to 
a study of its effect on human beings. 

The most baffling factor among the unknowns in 
man’s fight against disease is the nature of his re- 
sistance to infection. 

Why, for example, does one man come down with 
pneumonia while his 449 neighbors, who breathe the 
same air day in day and out and grasp the same door 
knobs, resist the disease? Almost everyone has the 
germs in his throat, but somehow only one, annually, 
out of each 450 persons in the United States, appar- 
ently lacks the lethal weapons in his blood stream nec- 
essary to stave off their invasion and contracts pneu- 
monia. 

Early studies of immunity disclosed that germs pro- 
voke the production within our system of anti-bodies 
—specific weapons against specific microbes. But— 
many individuals who have no demonstrable anti-bodies 
against a particular germ nevertheless resist its in- 
vasion ! 

To investigate further the nature of this natural 
resistance and attempt to increase it, Dr. Felton and 
others present the seventh and eighth of a series of 
studies on immunization substances in pneumococci in 
“Public Health Reports” for October 21, 1938. The 
first of these gives the results of the new vaccine and 
its effect in the production of immunity to pneumonia; 
the second, of a field test to determine its preventive 
value. 

“A single injection containing two milligrams of this 
antigen,” said Dr. Felton, “stimulates as much antibody 
as multiple injections of the usual pneumococcus vac- 
cine. This was true in the majority of the individuals 
tested. There was, however, a high degree of individual 
variation which, in turn, suggested a great variation 
in susceptibility to pneumonia.” ° 

The material used is soluble, stable, can be readily 
standardized and sterilized. In addition, it is stable 
as a dry powder, so that it is possible to have a supply 
on hand in case of emergencies, providing it is def- 
initely proved to be an effective preventive for the pneu- 
mococcus infection. It is easier to handle, and may 
prove to give a resistance similar to natural immunity. 

Recent tests were conducted in the Civilian Con- 
servation Corps camps of New England and the West 
Coast during the winter of 1936-1937. Altogether over 
70,000 young men were under observation, of whom 
about 30,000 volunteers were inoculated with the pneu- 
monia antigen. The remainder provided, for compari- 
son, a control group representing the general uninocu- 
lated population. 
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In the New England camps, pneumonia was almost 


one and three-quarter times as great among the unin- 


oculated as among the inoculated, In the West Coast. 


camps the contrast was still greater, the frequency 
among the uninoculated being nine times that among 
the inoculated. These findings essentially confirmed 
impressions gained from similar preliminary tests con- 


ducted in the New England camps. 
“The results are promising,” according to Dr. Felton, 


“but there ts need for careful investigation regarding 
the extent and duration of immunity conferred by 
the new antigen before its general use as a prophylactic 


agent can be positively recommended.” 





NEW USE IS FOUND FOR SULFANILIMIDE 
TO SCIENCE SERVICE 


Sulfanilamide now promises to help diagnosis of and 
recovery from undulant fever. The discovery that it 
could help in this illness was made by chance, Drs. 
Henry Welch, John A. Wentworth and Friend Lee 
Mickle of the Connecticut State Department of Health 
reported at the meeting here of the American Associa- 
tion of Immunologists. 

The chemical causes an increased ability of the un- 
dulant fever patient’s white blood cells to destroy the 
Brucelia organisms. This should help to speed re- 
covery. 

This activity of the white blood cells is specific for 
these particular germs alone, the Connecticut scientists 
found. Sulfanilamide caused no such increase in their 
ability to attack other germs with the exception of 
certain streptococci and staphylococci which are so 
widely distributed that most persons have probably de- 
veloped some immunity to them, 

White blood cells of infected animals treated with 
sulfanilamide lose their ability to attack Brucella or- 
ganisms when removed from their own blood and sus- 
pended in the fluid or plasma of blood from normal 


animals. 





THE ROCKEFELLER FOUNDATION. INTER- 


NATIONAL HEALTH DIVISION ANNUAL RE- 


PORT, 1937. NEW YORK. 49 WEST 49th ST. 


ENpockvNe Tuerapy x Generac Practice. By 
Elmer L. Sevringhaus, M.D. Chicago, iil. The 


Year Book Publishers, Inc. 1938. Price soft bound 

$2.75 post paid. 

This volume contains 192 pages and 26 plate pages. 
It is unlike any other work on Endocrynology in these 
respects; (1) Treatment Only: It is strictly a manual 
of therapy, intended for everyday use in general prac- 
tice. (2) For General Practitioners; This book wasn't 
written for research men or laboratory workers (al- 
though the author has made important contributions 


to endocrine research). (3) Simple: Gives exact dos- 
ages and details of administration. Uses the common 


names to tell which extracts are best for various con- 
ditions. (4) Fundamental: Instead of advising use of 


one hormone for one or more symptoms or syndromes, 
this manual stresses the stimulation of fundamental 
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processes by given hormones—in a way every physician 
can understand, by a technic he can use. (5) Compre- 


hensive: Covers all phases of endocrine therapy, not 
just one gland. (6) Clearly Arranged. A chapter to 
each gland. Chapters are divided into sections on 
“Function” (brief), “Diagnosis,” “Therapy,” “Prepa- 
rations Available,” “Prognosis.” (7) Modern View- 
point: This book avoids the time-worn empirical classi- 
fication of syndromes and threads the whole subject 
together by the use of sound modern conceptions of 
anatomy and physiology. (8) Straight-to-the-Point: 
Limited to treatment every general practitioner can 
apply. Boiled down to 192 clearly printed, easy-to- 
read pages. (9) Progressive: The author’s object is 
to “help physicians to keep up with genuine progress 
in endocrinology, to administer new therapy and make 
more exact diagnoses in some cases and to reserve 
judgment and withhold therapy when conservatism re- 
quires it.” (10) Yet Not Over-Enthusiastic: What not 
to do is stated as fully as what to do. This is a safe 


guide to advanced practice. 
Care OF INFANTS AND CHILDREN. By Harry Lowen- 


burg, M. D. New York-London. The Whittlesey 


House. McGraw-Hill Book Company. 1938. Price 
2.50. 
This book, is intended as a guide to help the mother 


or nurse to carry out the routines prescribed for the 


eare of the child. 





VITAMIN Bi: METHODS OF ASSAY AND 
FOOD SOURCES 


Hazel E, Munsell, Washington, D, C. (Journal A. 
M. A., Sept. 3, 1938), states that the importance of 
vitamin B; in physiologic and pathologic conditions has 
emphasized markedly the need of devising accurate 
methods for the quantitative determination of this sub- 
stance in foods. Until recently the chemical identity 
of vitamin B: was unknown, rendering it impossible to 
develop chemical methods of analysis, and accordingly 
recourse was had to biologic methods of assay using 
rats and pigeons as test animals. Much information 
regarding the vitamin B: content of foods has been 
gained in this way, especially by the method in which 
the growth of rats was used as the measure of po- 
tency, The technical aspects of various methods of bio- 
assay for vitamin B: are presented from the point of 
view of quantitative interpretation of the results ob- 
tained and the chemical methods that are being de- 
veloped are discussed, The article also evaluates foods 


as sources of the vitamin. 





MOSTLY SCOTCH 


Jones: “How is your son getting along in college?” 
Smith; “He must be doing pretty well in languages, 
I just paid for three courses—$10 for Latin, $10 for 


Greek, and $100 for Scotch.”—Pup, 





A woman's maiden aim is to change her maiden 
name. 
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THE POSITION OF THE AMERICAN 
MEDICAL ASSOCIATION 
Irvin ABELL, M. D. 
President of the American Medical Association 
LOUISVILLE, KY. 


At the special session of the house of delegates 
of the American Medical Association held in 
Chicago, September 16-17, 1938, President Irvin 


Abell, Louisville, Kentucky, delivered the fol- 


lowing address: 


Mr. Speaker and Members of the House of 
Delegates: 

Article 2 of the Constitution of the Ameri- 
can Medical Association reads as follows: 

The objects of the Association are to promote 
the science and art of medicine and the better- 
ment of public health. 

Section I, Chapter I, of the Principles of 
Medical Ethics reads as follows: 

A profession has for its prime object the serv- 
ice it can render to humanity: reward or finan- 
cial gain should be a subordinate consideration. 
The practice of medicine is a profession. In 
choosing this profession, an individual assumes 
an obligation to conduct himself in accord with 
its ideals. 

In these times of changing trends in social 
thought it is still well to adhere to those age- 
old principles as guiding lights in our efforts 
to furnish the American people with the best 
medical service obtainable. At the time of their 
adoption, the form of society as a whole was 
comparatively a simple one: its evolution 
through the years has developed it into an ex- 
ceedingly complex organization, involying 
changes in character of practice and in distribu- 
tion of service. During these years the medical 
profession has sought constantly to advance its 
standards in every direction that promotes effi- 
ciency and operates for the increased welfare of 
the people we serve. Drastic changes have been 
made in medical education, affording assurance 
that the graduate of today is competent and effi- 
cient; hospitals have been improved, insuring 
dispensation of service compatible with modern 
medical knowledge; the fields of specialization 


have been clarified and special training deline- 


ated for those desiring to register therein. The 
responsibility for the advancement of medical 
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lore rests solely on the profession; its chief capi- 
tal investment is represented by the constantly 
accumulating body of knowledge stored in the 
minds, ideals, traditions and publications of its 
members, which is shared freely with the public 
through universities, journals, discussions, the 
public press, radio and individual consultations, 
This capital cannot be monopolized for profit; it 
does not fit into the capitalistic concept of eco- 
nomics, yet it is the most valuable asset we pos- 
sess. The principles of ethics by which we have 
been governed since the organization of the 
American Medical Association have been criti- 
cized as being obsolescent and antiquated. It 
is readily admitted that its underlying principles 
are ancient, but it is submitted that they are the 
only ones, whether in the ethics and economics 
of medicine or industry, that have stood the test 
of time. The medical profession by principle 
and tradition is committed to the idea that the 
prime object, the standard of value and the social 
reason for its existence are all one thing—the 
service it can render humanity. That service is 
further interpreted as the maintenance of health 
and the postponement of death. Whatever plan 
is proposed with regard to medical care is auto- 
matically tested and accepted or rejected by the 
profession in relation to its influence on the 
morbidity and mortality of the community or 
communities affected. 

I beg your indulgence in thus briefly review- 
ing some of the fundamental, altruistic prin- 
ciples of the American Medical Association be- 
fore proceeeding to the matters pertinent to this 
special session of the House of Delegates. 

PURPOSE OF THE SPECIAL SESSION 

Following the passage of the Social Security 
Act, the President appointed an interdepart- 
mental committee to coordinate health and wel- 


fare activities in order that the full benefits of 


the federal program under the act’s provision 
may reach with minimum delay and maximum 
effectiveness the women, men and children for 
whose purpose the program was brought into ex- 
istence, As you are aware, Miss Josephine 
Roche, chairman of this committee, announced 
in May, 1938, that a conference would be called 
in Washington to consider a national health pro- 
gram which had been developed by a subcommit- 
tee known as the Technical Committee on Med- 


ical Care. Miss Roche was invited to attend 
the annual session of the House of Delegates 
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held in San Francisco in June but found it im- 
possible to do so, You heard her message, which 
was read to the House of Delegates and which 
is incorporated in the proceedings of the San 
Francisco session. 


In accordance with the instruction of the 


Hiouse of Delegates some of the members and 
officers of the Association attended the National 
Health Conference and had opportunity to ex- 
press your point of view. Those in attendance 
included your president, Dr. Irvin Abell of 
Louisville, Ky.; your Secretary, Dr. Olin West; 
the chairman of the Committee on Medical Care, 
Dr. William F. Braasch of Rochester, Minn.; 
the chairman of the Committee on Scientific 
Assembly, Dr. James E. Paullin; the chairman 
of the Council on Industrial Health, Dr. Stan- 
ley J. Seeger; the chairman of the Board of 
Trustees, Dr. Arthur W. Booth; the Editor of 
THE JouRNAL, Dr. Morris Fishbein, and several 
presidents and secretaries of state societies. The 
newspapers and periodicals have reflected to 
some extent the attitudes of those who were in 
attendance at that conference. The members in- 
cluded physicians and representatives of corre- 
lated professions, who were in a distinct minor- 
ity; numbers of representatives of labor organiz- 
ations, mutual aid and welfare organizations, 
farm bureaus and federations, publicists chiefly 
associated with liberal and radical periodicals, 
leading workers in the field of the hospital and 
of hospital insurance organizations, and govern- 
mental employes. 

The Board of Trustees will no doubt present 
to you an outline of the National Health Pro- 
gram which was presented to the National 
Health Conference. It is for you to consider the 
various aspects of this program and to determine 
to what extent the American Medical Associa- 
tion shall endorse or oppose the various phases 
of the plans proposed. Bear in mind that the 
National Health Conference did not itself come 
to any definite conclusions. The program was 
set forth and largely supported by representa- 
tives of various governmental departments. 
Many of the lay members in attendance gave 
unqualified endorsement to the program as a 
whole or in part. Representatives of the Ameri- 
can Medical Association, however, were unani- 
mous in stating that they had no authority to 
take action on any part of the program or on 
the program as a whole; rather, that this was a 
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function of the House of Delegates, the repre- 
sentative bady of the American Medical Asso- 
ciation, and that at a later date this program 
would be submitted to the House for its consider- 
ation. 

During the National Health Conference no at- 
tempt was made to elicit, nor was opportunity 
given for, the presentation of alternative pro- 
grams or for detailed discussion of all or any 
part of the program. If there was any single 
proposal on which all of those present seemed 


to be in agreement, it concerned the demand for 


a cabinet position on health and medical service 
under which all of the health and medical serv- 
ices of the government might be united. As 
our government is now constituted, appropria- 
tions to put into effect various parts of the pro- 
gram may affect legislation involving half a 


dozen or more federal bureaus. 


NEED FOR WIDER DISSEMINATION OF ACCOMPLISH- 
MENTS 


The medical profession of the United States 
faces a situation which is unique. Without call- 
ing the organized medical profession, or any con- 
siderable representation among those engaged in 
practice, into conference, a vast plan affecting 
health and medical care has been proposed to 
the people. In the forwarding of this plan, 
forces of propaganda have apparently made a 
studied effort to indicate that the American 
Medical Association opposes all change and that 
it is essentially a stand-pat organization. There 
would seem to be need at this time for a wider 
dissemination of the truth as to what has been 
accomplished by the American Medical Associa- 
tion for the people of this country and as to its 
true attitude toward the changes that are occur- 
ring in and that are being proposed for the med- 
ical care of our people. 


POLICIES OF THE AMERICAN MEDICAL ASSOCIA- 
TION 

The American Medical Association has con- 

stantly recognized the need for continued ex- 

pansion of preventive medicine and a wider use 

of medical care. It has, however, at the same 


time been greatly concerned with the methods — 


of administering both preventive medicine and 
medical care and with the ultimate effect of vari- 
ous changes on the morale as well as on the 
health of our people. The charge which is some- 
times made, and which was made by radical 
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speakers during the Health Conference, that 
physicians oppose changes because of a desire 
for more and more money, is an outrageous mis- 
statement of our attitude. It is a fundamental 
tenet of the American Medical Association that 
the poverty of a patient should demand the 
gratuitous services of a physician; but endowed 
institutions and organizations for mutual bene- 
fit or for accident, sickness and life insurance 
or for analogous purposes have no claim on 
physicians for unremunerated services, As a 
professional man the individual physician has a 
right to determine the conditions of his service. 

It is a fundamental tenet of the American 
Medical Association that it is unprofessional for 
a physician to dispose of his services under con- 
ditions that make it impossible for him to render 
adequate service to his patient, because to do this 
would be detrimental to the public. It is estab- 
lished as a principle of our organization that it 
is unprofessional for a physician to dispose of 
his professional attainments or service to any 
lay body, organization or group or individual, 
by whatever name or however organized, under 
terms or conditions which permit a direct profit 
from the fees, salary or compensation received 
to accrue to the lay body or individual employ- 
ing him. Such a procedure has been established 
as beneath the dignity of professional practice, as 
unfair competition with the profession at large, 
as harmful alike to the profession and the wel- 
fare of the public and as against sound public 
policy. 

EXPERIMENTATION WITH NEW FORMS OF 
PRACTICE 


Within these fundamental tenets, experimenta- 
tion in new forms of medical practice has not 
been inhibited. Hundreds of experiments have 
been carried on in the past and are now being 
carried on under the auspices of medical socie- 
ties which are component parts of this organiza- 
tion, planned distinctly with a view to securing 
a wider distribution of medical service and to 
making more and more medical care available to 
a greater number of people. Thus the American 
Medical Association has never opposed the prin- 
ciple of group hospital insurance, notwithstand- 
ing repeated attempts by those who would place 
the Association at a disadvantage in asserting 
that this House of Delegates has opposed this 
principle. The American Medical Association, 
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through its component societies, has frequently 
given aid to the development of group hospital 
insurance, asking only proper safeguards for the 
patient and for his physician in the development 


of such plans. 
CARE OF THE INDIGENT 
The Association has never opposed suitable 


care by municipal, county, state or other gov- 
ernmental agencies for the indigent or for those 
on the borderline of indigence. It has urged 
state, county and other medical societies to de- 
velop “the most accurate and complete informa- 
tion that will enable them to maintain continu- 
ous medical care that is sufficient in amount and 
satisfactory in quality.” 
STATE INTERFERENCE WITH MEDICAL PRACTICE 

The Association has constantly opposed the 
adoption of any form of state medicine by any 
definition of that term and it has refused to 
endorse vague plans that would make the care 
of the indigent and of those on the borderline 
of indigence, or those well able to pay, a burden 
on the workers of this country. The American 
Medical Association has never opposed suitable 
participation by the government through any of 
its agencies in preventive medicine or in any 
legitimate function of government in relation- 
ship to the care of the sick. By and with the 
aid of local, county, state and national medical 
organizations, the United States Public Health 
Service has been enabled to carry out far reach- 
ing plans for the control of venereal disease, of 
pneumonia and of cancer, for the expansion of 
personal and public hygiene and for the preven- 
tion of infections. Without such participation 
these accomplishments would never have been 
attained. 

MEDICINE NOT IN POLITICS 


The American Medical Association and its 
constituent bodies have constantly opposed any 
attempts on the part of local, county, state or 
federal governments to make medical care a 
political issue. American medicine fears polit- 
ical bureaucracies. It fears the acceptance of 
European models which have been set up by 
various so-called philanthropic foundations in 
an attempt to socialize medical practice in this 
country. The medical profession of this coun- 
try wishes to keep the practice of medicine with- 
in the medical profession. It does not conceive 
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that any political agency can do the job with 
one-tenth the efficiency at ten times the cost. 
THE PRINCIPLE OF INSURANCE 

The American Medical Association has never 
opposed the principle of insurance. An organ- 
ization such as ours is in itself of the nature of 
a cooperative group in which individuals have 
handed together and by their individual contri- 
butions have made possible great accomplish- 
ments which individually they could not have 
attained. It is not the principle of insurance 
that is opposed by American medicine. The 
principle which we do oppose is political admin- 
istration and manipulation of the insurance or- 
ganization, devotion of a considerable portion of 
the funds thus derived to the payment of great 
numbers of employes not directly concerned with 
the service but intimately concerned with the 
maintenance of a political organization, and ex- 
pansion of such organizations to wield greater 
and greater power in the affairs of the nation. 

The American Medical Association has not 
opposed insurance against the costs of sickness, 
of disability, of unemployment, of old age or of 
death. It does oppose any interference by any 
outside agency—commercial, governmental or 
otherwise—into the relationship between doctor 
and patient which is fundamental in good med- 
ical care. 
PERSONAL RELATIONSHIP BETWEEN DOCTOR AND 

PATIENT 


We have recently heard the statement that the 
worth of this relationship is a fancied one; yet 
it possesses reciprocal qualities that inure to its 
value both to the physician and to the patient. 
With the realization by the physician that the 
patient in selecting him for personal service has 
demonstrated a confidence in his ability and in- 
tegrity comes a determination to justify such 
trust by giving service to the best of his ability. 
The family physician knows the ancestry and 
heredity of the patient, is familiar with his tem- 
perament, the conditions under which he lives 
and his financial and emotional worries, and has 
a sympathetic attitude toward his problems— 
collective knowledge that has a definite value in 
carrying one through the crises of illness and in 
thwarting or minimizing the encroachment of 
(lisease. 

In the National Health Conference a number 
of speakers who participated drew a picture of 
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the American people in which perspective was 
largely lost. They showed us not only as a na- 
tion in which one-third of the people are ill 
fed, ill housed and ill cared for in sickness, but 
a nation with numbers of people suffering 
agonies because unable to purchase medical care, 
unwilling to consult a physician for fear of the 
costs of such consultation, and dying because of 
lack of medical care. The presentation of this 
perspective without suitable correction was un- 
fair not only to the medical profession but also 
to the people of this country. 

There is need for far more factual knowledge 
than is thus far available. An attempt to secure 
such factual knowledge is being undertaken by 
the American Medical Association as a part of 
its nationwide survey of medical care. The re- 
ports of some of the counties already published 
in the Journal indicate that it is possible to 
make this survey an accurate picture of the 
status of medicine in every portion of the coun- 
try. Without such a picture it is impossible 
for any agency to develop suitable scientific leg- 
islation to meet the actual needs that exist. 

It is proposed that at the next convening of 
the Congress of the United States legislation 
will be introduced to put into effect the pro- 
posals involved in the national health program. 
It is a function of this House of Delegates to 
consider carefully the proposals that are made 
so that your representatives, your elected and 
employed officers, may carry into effect your 
point of view and bring that point of view suit- 
ably to the elected representatives of the people. 
HOUSE OF DELEGATES SPEAKS FOR PROFESSION 

Only this body speaks for the American med- 
ical profession as a whole. It is no secret that 
thére has been an attempt in various places to 
lead the American people to believe that the 
American Medieal Association is not represent- 
ative of the American medical profession, that 
it is a weakened, disrupted and failing organiza- 
tion. The actual fact is that the Association 
speaks today with the greatest membership in 
its history. During the year 1937-1938 it 
gained more than 4,000 members, reaching a to- 
tal of 110,000 in its membership. 

When your decision is made during this spe- 
cial session of the House of Delegates, it will be 
broadcast by the press and by your own organs 
of expression to the people and the medical pro- 
fession in this country. The principles and poli- 
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cies which we have thus far established do not 
forbid, nor have they ever contemplated, any 
opposition to a well considered expanded pro- 
gram of medical service when the need can be 
established. Neither is there any fundamental 
principle or policy which in any manner opposes 
aid to the indigent or the medically indigent if 
their indigence can be established. The prin- 
ciples and policies which this House of Dele- 
gates has adopted in the past have been devel- 
oped with the single purpose of maintaining the 
quality and standards of medical care. To these 
high ideals | would urge you again to adhere. I 
would urge you also to consider seriously the 
obligation which rests on you, so that you may 
speak, when you do speak, with a united voice, 
and so that by and with your leadership the 
physicians of this country may also speak with 
a united voice in behalf of greater medical serv- 
ice and a greater medical profession. 





THE EDUCATIONAL COMMITTEE: ITS 
ORIGIN AND WORK 
James H. Hurron, M. D. 
CHICAGO 
‘Thirty years ago the Illinois State Medical 
Society considered inaugurating a program of 
health education for the laity but decided that 
the time was not ripe. Instead the Society or- 
ganized a Lecture Bureau for county societies 
along lines similar to our present Scientific 
Service Committee. Even a few years prior to 
the organization of the Lay Educational Com- 
mittee, a physician who spoke to a lay group on 
medical subjects was apt to be unkindly criti- 
cized. However, professional opinion underwent 
considerable change, and in 1922 the House of 
Delegates passed a resoiution introduced by Dr. 
Charles J. Whalen to the effect that it go on 
record as endorsing a broad plan of publicity 
through pamphlets, addresses and the lay press, 
any or all, to the end that the public be enlight- 
ened on the truths and principles contained in the 
development, progress and present status of medi- 
cine in order to counteract the propaganda of 
many sects who claimed superiority in methods 
of healing. At the September, 1922 meeting of 
the Council a committee was appointed consisting 
of Drs. Whalen, Ferguson and Chapman. No 


Read before Secretaries’ Conference of Illinois State Medical 
Society, May 17, 1938, Springfield. 
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instructions were given as to how the committee 
should function, nor were any funds placed at its 
disposal. It was to be known as the Lay Educa- 
tional Committee. In general the object of the 
Committee was to make the doctor and the public 
better acquainted and to present him in a more 
favorable light before the public. 

During the first year money was collected by 
voluntary contributions, the average contribution 
being $10 per member. In this way about $1,200 
was collected. No sooner had this money been 
collected than the Committee was besieged by 
various persons with various and sundry plans 
for accomplishing all the objectives for which the 
Committee was created at a cost exactly equal to 
the Committee’s funds. Most of these were agen- 
cies which wanted to do the work entirely 
through the press. Fortunately all of these were 
eluded. 

In 1923 Mr. Jaklon was appointed as director 
of this work. After three months’ trial, however, 
the ideas which he advanced were abandoned as 
unsatisfactory, largely because of the difficulty in 
gaining the doctors’ interest and cooperation and 
in interpreting accurately their point of view by 
turning out news matter of academic interest 
from a central bureau. 

In March, 1924, Miss Keller was employed as 
a full-time secretary and a fourth man was added 
to the Committee. The personnel of this Com- 
mittee remained unchanged for the first decade 
of the Committee’s existence. 

By the end of the second year a fairly definite 
program had been planned and the money volun- 
tarily collected had been exhausted. Since then 
the expenses of the Committee have been met by 
regular appropriations. These appropriations 
have changed from year to year as shown in the 
accompanying table. 


1926-1927 $14,381.53 More than $1.75 per member 
1927-1928 13,165.27 About 1.70 per member 
1929-1930 11,751.00 About 1.60 per member 
1932-1933 10,284.89 About 1.47 per member 
1935-1936 8,721.05 About 1.30 per member 
1936-1937 8,351.86 About 1.20 per member 


In 1926 the Scientifie Service Committee was 
organized as a sub-committee. Its purpose was 
to supply speakers to county societies on request. 
It has always been the policy of the Committee 
to pay the expenses of the various speakers. 
Lately there has been added to this a slight 
honorarium. The expenses of the Scientific Serv- 
ice Committee come out of the funds of the Edu- 
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cational Committee. The Committee assists 
county societies not only in arranging speakers 
when called upon, but also by publicizing the 
meeting, sending out cards, newspaper notices, 
etc. 

In the early years about one-third of the Com- 
mittee’s money and energy was expended in the 
education of physicians, members of the Illinois 
State Medical Society. It became evident that 
we of the profession needed quite as much educat- 
ing in some respects as did the laity and so at a 
meeting in Moline in January, 1927, the name 
of the Committee was changed and it became the 
Educational Committee. 

From its organization the Committee has re- 
garded the county society as the sole judge of the 
Committee’s activities in any county. The county 
societies used or failed to use the various facilities 
of the Committee as they wished. 

Cooperating with various lay organizations has 
been one of the Committee’s most important con- 
tributions to organized medicine. Groups that 
were formerly suspicious, if not actively antago- 
nistic, have become our friends and perhaps the 
change of attitude has been as great on our part 
as it has on theirs. This change has been brought 
about by friendly meetings between the Commit- 
tee and representatives of these various groups, 
and friendly, informal talks. 

In every instance where a lay group in any 
county has desired to undertake any health ac- 
tivity, we have sought to place them in touch 
with the officers and members of the local county 
society with the idea first, of avoiding friction 
and second, of keeping these activities in proper 
and useful channels. If a request is made by 
any organization for cooperation, the approbation 
of the local county medical society must first be 
obtained before the Committee feels free to act. 
The Committee functions as a liaison medium 
between the medical profession and the public. 

During the life of the Committee there has 
ben a notable reduction in infant. mortality in 
this state. The reduction has been greater in 


Illinois, which did not accept Sheppard-Towner . 


money, than in neighboring states which did 
accept this money. 

An effort has been made to further ‘and assist 
the activity of public health officers in the matter 
of disease prevention, such as diphtheria, typhoid, 
smallpox. 
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When the Committee was organized a great 
many organizations were doing some type of 
health work. There was no coordination and 
necessarily there was considerable overlapping. 
The Committee has been instrumental in bring- 
ing some order into this field so that there is now 
less duplication of service. 

The Committee has insisted that pre-school 
child examinations should be made by the 
family physician in private and at reasonable fee 
where the family is able to pay. This view has 
been approved by the organization sponsoring 
these examinations and has worked to the benefit 
of all concerned. 

An example of how health department officers 
and private practitioners do not always see things 
in the same light was furnished at a recent meet- 
ing of the Summer Round-Up Chairmen, Chi- 
cago District, Illinois Congress Parents and 
Teachers Association, where two physicians advo- 
cated the examination of pre-school children in 
the offices of private physicians—that was the 
policy already adopted by the Parents and Teach- 
ers Association. But a representative of the 
Chicago Health Department advised them to 
ignore the man in private practice and simply 
request the Health Department to make the ex- 
aminations. Fortunately, Dr. Bauer of the 
American Medical Association was the last 
speaker, and so was able to tell the Parents and 
Teachers Association members that the Chicago 
Health Department stood alone in its attitude 
and should be disregarded in this respect. 

It has been said that the two proper functions 
of a county medical society are first, presentation 
of programs to keep its members enlightened on 
the progress of medicine, and second, education 
and enlightenment of the public. Practically all 
activities of this Committee have been centered 
on these two points. 

The work of the Committee can be classed 
under six heads: 

1. Speakers Bureau. 

. Radio. 

. Press Material. 

. General Health Education Service. 
Cooperating Organizations. 

. Scientific Service Committee. 

A partial list of the groups to which speakers 
have been supplied or with which the Committee 
has been able to cooperate in some way is as 
follows : 
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Illinois Federation of Woman’s Clubs. 

Rotary, Lions, Kiwanis, and Exchange Clubs. 

Parent-Teachers Association. 

Churches 

Farm and Home Bureaus. 

Business and Professional Woman’s Clubs. 

High Schools, Normal Schools, University of Illi- 
nois Extension Bureau. 

Boy and Girl Scouts. 

¥. MC. AS and -¥; WiC. "A. 

Groups in manufacturing plants, such as Western 
Electric, Armour & Co., etc. 

The Committee has two checks on the speakers 
it sends out and on the organizations before 
which they appear. ‘The speaker is asked to 
record his opinion of the organization as to 
attendance, interest, enthu.iasm, receptivity, etc. ; 
and the organization is sent a questionnaire in 
which its opinion of the speaker and his subject 
is recorded. 

A package library is maintained, which sup- 
plies to any physician material to aid him in the 
preparation of a paper or talk. 

On November 5 and 6, 1928, over 16,000 high 
school students heard health talks given by physi- 
cians in observance of Health Day of American 
Education Week. Health articles were prepared 
in the office of the Committee and released regu- 
larly to Illinois newspapers in counties where 
they were desired by the county medical society. 
They appeared over the signature of the county 
medical society. 

In the year ending May, 1929, 190 new educa- 
tional articles were written and approved by the 
Committee; 10,275 press articles were released 
to Illinois newspapers; 37 talks were given at 
teachers’ institutes; 26 health talks were given 
before high school students. During Health 
Week 19 speakers were scheduled for one county. 

In the year ending May 1, 1931, 553 talks 
were given before lay groups. During the same 
year the Committee supplied 26 folders of ma- 
terial on the subject of State Medicine for col- 
lege debating teams. In 1931 about 100 news- 
papers gave health columns over the signature 
of local county societies or the Illinois State 
Medical Society. 

In 1932 the Chicago Board of Health included 
in its report to the United States Chamber of 
Commerce, a résumé of the work of the Educa- 
tion Committee. 

In the year ending May 1, 1933, 11,055 articles 
were released to newspapers; 1,156 articles con- 
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cerning topics designated for Health Week were 
released in April, 1932. One hundred and twelve 
popular health articles were written and approved 
by the Committee. Highty-four newspapers were 
sent a special article telling the story of the Na- 
tional Institute of Health. Five hundred and 
sixty-one radio talks were given over stations 
WAAF, WGN, WJJD and KYW. The following 
requests for various materials were received from 
outside the state: 

Toronto, Canada, Director of Public Health Educa- 
tion and Deputy Minister. 

Norfolk, Virginia. 

Manitou, Colorado. 

Walla Walla, Washington. 

Jackson County, Kansas City, Missouri. 

Honolulu. 

Davenport, Iowa. 

Clinton, Towa. 

Ottumwa, Iowa. 

Pennsylvania State Medical Society. 

The year ending May 1, 1934, the Committee 
used radio stations WGN, WJJD, WAAF and 
KYW. Two hundred and twenty-seven health 
talks were broadcast as part of the educational 
programs of these stations. Copies of radio talks 
were furnished LaSalle County Medical Society 
for use over a local station. 

The year ending May 1, 1935, almost daily lec- 
tures were given at the Century of Progress. The 
Committee busied itself in combatting the cam- 
paign of the anti-vivisectionists. In this year 
the Committee used stations WGN, WBBM, 
WJJD and WAAF. A total of 254 talks were 
given. One hundred and thirty-nine libraries 
were on the mailing list. There were 14,592 
newspaper releases. 

For the protection of the Committee and of 
the radio station itself, each speaker is requested 
to submit a copy of the paper he expects to read. 
This paper is censored by at least two members 
of the Committee. Subjects on which there is a 
material difference of opinion in the profession 
are not discussed. Treatment is not discussed 
except in the most general terms. Speakers do 
not exploit themselves. 

In releasing press material to papers, the inten- 
tion is to make the articles timely; for example, 
if an epidemic of any sort is prevalent in a 
county, informative material on that disease is 
supplied to the local papers. 

During legislative years considerable assistance 
has been given the Legislative Committee. 
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In July of 1936, the Committee began to use 
window exhibits in Marshall Fields.” The man- 
ager of the building supplied the window space 
free of rental and service. The exhibits have 
covered the following subjects: Fourth of July 
Accidents, The Circulatory System, Cancer, Foot 
Disorders, Immunization, History of Surgery 
and Anesthesia, The Heart and Bronchoscopy. 

Hay fever had become a very popular subject. 
The Committee, through the Daily News and the 
Chicago Tribune, furnished daily pollen counts 
during the summer of 1936-1937. The counts 
were furnished by a member of the Chicago So- 
ciety of Allergy. 

Four hundred and fifty-six popular programs 
were given before lay organizations. State Medi- 
cine was a subject of popular interest and the 
Committee arranged about one program a week 
on that topic. Individual students and High 
School Forums requested speakers and material 
on State Medicine, 

ixhibits were arranged for the Annual Meet- 
ing of the Illinois State Nurses Association, the 
Illinois Federation of Woman’s Clubs, the Wilson 
and South Chicago Y. M. C. A.’s, the Joliet 
Township High School, Central Y. M. C. A. of 
Chicago, and the Summer Round-Up Chairmen 
of the Illinois Congress of Parents and Teachers. 
The American Medical Association exhibit on 
quackery has been very popular. 

Six thousand eight hundred and thirty-two 
copies of health articles have gone to public libra- 
ries, WPA workers, leaders of Red Cross groups 
and Home Bureau Advisers. Public libraries 
were supplied with material for bulletin boards 
and reference, 

Programs on Maternal Welfare have been ar- 
ranged for women’s clubs, study groups, Parent- 
Teacher Associations, Home Bureau units and 
American Legion Auxiliaries. Articles on the 
importance of care of the expectant mother have 
been released to newspapers, libraries and study 
clubs. Radio talks have been given on the im- 
portance of pre- and post-natal care. Programs 
for county medical societies in the field of ob- 
stetrics and pediatrics were prepared. Through 
the office of the Educational Committee contacts 
with officers of county societies were made for 
the Field Representative of the Maternal Welfare 
Committee, Fifty-eight speakers were secured to 
present programs for eight county societies dur- 


ing the spring months, 
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Up to April 1 this year (1938) 260 radio pro- 
grams, the majority of them in dialogue form, 
have been given over Chicago stations. These 
radio talks have been furnished to Danville, East 
St. Louis, Decatur and Bloomington. 

Monthly health exhibits have been held in the 
Marshall Field & Co. Annex Building. There 
were large exhibits at the Chicago Dental Society 
Midwinter Meeting, which was attended by more 
than 10,000, and an exhibit at the Midwest 
Physical Education Conference in Chicago. 

Four hundred and seventy-two lay people, in- 
cluding Home Advisers, Farm Advisers, School 
Teachers, Parent-Teacher Association members, 
Women’s Clubs, etc., are on our mailing list re- 
ceiving material every week, and in addition 120 
public libraries receive material every week. Two 
hundred and twenty-one newspapers are using the 
health column written and released through the 
Kducational Committee. 

From April 1, 1937, to April 1, 1938, there 
were 471 lay meetings. Scientific programs were 
arranged for 68 medical societies. Three hun- 
dred and twenty-seven scientific papers were 
scheduled before these groups. 

Work has continued along these lines. The 
central theme of the Committee has been to fur- 
ther the welfare of the profession and the public 
as a matter of enlightened self-interest, somewhat 
on the basis that the better one serves, the better 
he is paid. It might be called enlightened 
altruism. 

It speaks well for the skill and efficiency of 
Miss McArthur that while the appropriation for 
this Committee decreased from $14,381.53 in 
1926-27 to $8,351.86 in 1936-1937, its activities 
greatly increased and in addition it did much 
office work for the Maternal Welfare Committee 
and paid the expenses and a small honorarium 
for the speakers sent to county societies by the 
Scientific Service Committee. , 

Since August, 1937, the Committee has been 
seriously handicapped because of the illness and 
enforced absence of its chairman, Dr. Ferguson. 
He is said to be improving in recent weeks and 
we are hopeful that he will soon be able to resume 
his place as head of the Committee. 

DISCUSSION 
Dr. Harlan English, Danville: About 15 years ago 


the State Medical Society deemed it necessary to have 
an educational committee, which changed its name a 


time or two, for the education of the lay group on 
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medicine. It seems to me that each county society 
should avail itself of the experience this medical educa- 
tional committee has had in 15 years’ experience. Our 
experience in my own county has been that the press 
and the lay groups are quite interested in medicine. All 
you have to do is to stimulate them a little bit and you 
will have more on your hands than you have time to 
do it. We have one newspaper. Each time the county 
society meets, a reporter is there. He takes down 
things of interest. Sometimes the doctors don’t like it 
because their names are in the paper in connection 
with the singing but that doesn’t hurt anybody. But it 
has made medicine and the physician something in that 
community. The next morning after the meeting our 
publicity committee gets together and writes a brief 
article for lay consumption on what the men had to 
say, irrespective of whether it is the treatment of cancer 
or gonorrhea. We get about a seven or eight-inch 
column in the paper in a very choice location, and they 
are read because the editor receives questions about 
them. We talk on the radio. We are furnishing talks 
through women or men lecturers about all kinds of 
subjects. And, when Dr. Hutton stated that he got 
questions from everywhere, that is true. We have a 
small radio station, and we use about thirty minutes 
a week on it. The people write in for all kinds of 
information. The radio people tell us that for each 
letter received there must be between 500 and 750 
people listening. I don’t know how many people ac- 
tually do listen; so, I think we are doing some good. 
I think each county society should have a committee 
on publicity. The Parent-Teachers organizations are 
always interested in health programs. If the county 
society can adopt a policy suited to their individual 
community needs and have a committee that will talk 
to lay groups and make it their business to do so, 
or have a local society speakers’ bureau; if such is 
good enough for the State of Illinois, it’s good enough 
for any county in the state. I think our program has 
been more or less a success, and I think it can be 
extended to each county group, for they should take 
an interest in the lay groups. You can mold their 
opinions very readily if you have the right type of 
speakers’ bureau and go to them with the right type 
of program. 
Dr. Hutton: I have nothing to add. 





SUBCUTANEOUS INJURIES OF THE 
ABDOMEN 


Frepertck CuristopHeEr, B. S., M. D. 


Associate Professor of Surgery, Northwestern University 
Medical School; Chief Surgeon, Evanston Hospital. 
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The lives of many patients with severe intra- 
abdominal] injuries without penetrating wounds 
have been saved by timely operation. In many 


cases, however, surgery may be unnecessary or in 
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fact even harmful. The diagnosis can be very 
difficult and it is timely to examine all the cri- 
teria which are helpful in making it. 

An abdominal injury may be so severe as to 
cause immediate death probably from trauma to 
the solar plexus. Usually it is possible to ob- 
tain some history which indicates the possibility 
of subcutaneous abdominal injury. The most sug- 
gestive cases are those in which a heavy crushing 
force has been applied to the abdomen. An au- 
tomobile or wagon has passed over the patient’s 
body; his abdomen has been between two heavy 
objects or caught in an elevator door; or he may 
have sustained a forceful blow in the abdomen by 
the kick of animal or man, the blow of a fist, or 
a heavy missile. In these instances the history is 
often confirmed by the finding of an abrasion or 
contusion on the abdomen usually on the un- 
protected space below the rib basket. In other 
eases the history will. be indefinite but always 
will contain an incident of violence. Auto acci- 
dents, accidents incurred in football, baseball, 
coasting, skiing, boxing and the like may be re- 
sponsible. Falls from a height may cause intra- 
abdominal injuries. Lewis and Trumble? report 
a ruptured spleen after a fall of three stories. 
And finally, muscular violence, such as sneezing, 
may be an etiological agent. 

Often the patient seen immediately after the 
accident is in shock. In such cases the extremi- 
ties are cold; the pulse is of poor quality and 
may be increased in frequency ; the blood pressure 
is low; the face is pale and the expression anx- 
ious. This shock may be so marked as to require 
immediate and energetic treatment, leaving all 
but the briefest physical examination until the 
measures directed against shock are well under 
way. External heat, fluids, blood, morphine, and 
rest will usually but not always ameliorate the 
primary shock. The injury may be so severe 
that the patient will die in a very short time 
despite all treatment. 


Case 1. G. B., a strong man of 31 had felled a tree 
which struck him strongly in the right abdomen. On 
admission to the Evanston Hospital some twenty min- 
utes later there was marked abdominal rigidity. The 
pulse was weak and fast and the extremities were cold. 
The patient was conscious and in severe pain. He died 
twenty-three minutes after admission to the ward de- 
spite anti-shock measures. Post mortem examination 
showed the right lobe of the liver to be torn three- 
fourths of the way through. 


At first, pain may be absent or relatively 
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slight,!* only to become increasingly evident after 
some hours or even days. Hanchett* reports a 
fatal case of a complete transverse division of the 
jejunum in a patient who at first was thought 
to be only slightly injured. In Sommer’s‘ fatal 
case there was no certain sign of abdominal in- 
jury until the fifth day. The patient may even 


walk a considerable distance after his injury. 
Case 2. W.D. At one p. m., this ten year old boy 


was struck on the left side of the chest by the bumper 
of a truck. He was brought to the accident room of 
the Evanston Hospital where a careful examination 
showed an abrasion in the left axillary line at the level 
of the 8th rib. There was a lacerated wound of the 
scalp. The patient had little if any pain and sat up 
and moved around with no evident discomfort. There 
was some abdominal rigidity. Seven hours later the 
pain and rigidity had markedly increased and during 
this time the patient had shown increasing reluctance 
to move about, The leucocyte count was 28,000, At 
operation the spleen was found to be broken into sev- 
eral pieces through the hilum. The spleen was removed 
and the patient recovered despite a complicating bron- 
chopheumonia. 

Case 3. E. L., a tall sixteen-year old boy while run- 
ning at top speed tripped and fell striking his abdomen 
against the steel rail of a railroad track. He got up 
and took the train, but had to get off very soon be- 
cause of dizziness and nausea. When seen shortly 
afterward he was in marked shock with abdominal 
rigidity. On admission to the Evanston Hospital his 
pulse was 84 and the leucocyte count was 24,700. Lap- 
arotomy disclosed a ruptured enlarged spleen which 
was removed. The patient made an uneventful re- 
covery. 

Usually, abdominal pain is a marked symp- 
tom and may be of agonizing severity requiring 
morphine for its control. 

The patient is at times most reluctant to move 
or he may be, on the other hand, astonishingly ac- 
tive, and sit up on the examining table without 
effort or discomfort. 

Abdominal rigidity may be entirely wanting 
or may be very marked. When rigidity is pres- 
ent it is of course a valuable guide. Tenderness 
and “rebound tenderness” are usually present, 
but may be absent. Nausea and vomiting are 
common. 

Case 4. J. McE., a strong boy of seventeen years 
was fiercely tackled in a football game at 11:30 a. m. 
He was struck on the left side of the abdomen by a 
shoulder or head. At one p. m., he walked into a 
doctor’s office and was sent home to bed. Later in the 
afternoon he reported that the pain, which was some- 
what periodic in character, had become more severe. 
He was then sent to the Evanston Hospital. There the 
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leucocyte count was found to be 13,600. Respiration 
caused pain and there was tenderness in the left upper 


quadrant. At nine p. m., the leucocyte count was 19,250. 
The pulse was 98. Laparotomy at midnight disclosed 


a ruptured spleen, there being an 8 cm. tear in the mid- 
portion through the whole thickness of the spleen. A 


splenectomy was done and the patient made an ex- 


cellent recovery. 


In the writer’s experience any sudden invasion 
of the peritoneal cavity causes a rapid rise in the 
leucocyte count. This finding is not confirmed 
by others. Sommer* found that the leucocyte 
count increased somewhat a few hours after m- 
jury, but declined after 12-24 hours. Wangen- 
steen® has found the leucocyte count usually to 
be normal in cases of perforation ofa hollow vis- 
cus with a slight rise in cases of hemorrhage. 


By this time the history, the symptoms, or the 
physical findings will have indicated the possi- 
bility of an internal injury. The net step is the 
roentgen examination in order to determine, if 
possible, whether or not there has been a rupture 
of some portion of the gastrointestinal tract. 

Case 5. A boy of fifteen years sustained an abdom- 


inal blow from the knee of another player in a foot- 
gall game.” After walking home he vomited several 


times and began hiccoughing. There was no particular 
pain, little tenderness, some rigidity of the recti ab- 


dominalis. The leucocyte count was 29,550. The pa- 
tient easily stood before the x-ray machine, and the 
film showed a crescent of air beneath the diaphragm 
on both sides. Operation two hours later and five 
hours after the accident disclosed a 1 cm. perforation 
of the jejunum; this was closed and the patient made 
a rapid recovery. 

In 1915 Popper’ noted that in patients with 
a ruptured stomach or intestine who were x-rayed 
in the vertical position a sickle or crescent-shaped 
gas accumulation appeared over the liver and un- 
der the diaphragm. If the patient is too ill to 
stand, the x-ray may be made with him on his 
side and the gas bubble will appear at the top. 
This demonstration of pneumoperitoneum is 
pathognomonic of the rupture of a hollow gas- 
containing viscus. Injury to a hollow viscus is 
usually from a bursting mechanism. Unfortu- 
nately the absence of pneumoperitoneum does not 
entirely exclude rupture of the intestine.® If 
pneumoperitoneum is demonstrated after a sub- 
cutaneous abdominal injury, operation is manda- 
tory and should be carried out as soon as the pa- 
tient’s condition will permit, but in no event 
should it be delayed more than six hours after 
the injury because of risk of peritonitis. 
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When there is absence of pneumoperitoneum, 
rupture of the gastro-intestinal tract is prac- 
tically excluded, and it is permissible to defer 
operation and observe the patient closely at half- 
hour intervals. The most important factors are 
now the pulse rate, blood pressure, pain and dis- 
tention. If the patient does not recover from his 
primary shock, operation, as a desperate measure, 
may be indicated. The degree and persistence of 
shock may be regarded as an index to prognosis.* 
If the patient rallies from his primary shock and 
then the pulse rate steadily increases, intra-ab- 
dominal hemorrhage may be inferred. Intraven- 
ous administration of blood, gum acacia, saline 
solution or dextrose Ringer’s solution may de- 
crease the pulse rate and improve the blood pres- 
sure, but if this is temporary, operation should 
be carried out in an effort to check the hemor- 
rhage. 

If the abdominal rigidity, tenderness, and dis- 
tention increases in one to two hours, exploratory 
operation is indicated.’ When the systolic blood 
pressure has returned to 80 to 100, the operation 
may be begun. A decision as to operation should 
be made by six hours if possible, and even this 
is rather late.*° 44 Deaver’? regards rigidity as so 
significant that operation is indicated on that 
finding alone. This must not, however, be con- 
fused with the spasm from trauma limited to the 
wall. Summers" said, “too much valuable time is 
spent in analysing symptoms in order to deter- 
mine in a given case whether or not an intra- 
abdominal injury has followed trauma.” 

Before operation is undertaken it will be well, 
if the patient’s condition permits, to attempt to 
determine’ which organ is involved. Solid or- 
gans are about twice as frequently injured as hol- 
low ones. The predominance of symptoms in the 
upper left quadrant suggests the spleen; in the 
upper right quadrant, the liver. As Robertson**® 
points out, the limiting membrane of the spleen 
is fragile, and accordingly that organ is more 
commonly ruptured than the liver or kidney. En- 
larged spleens and livers are more vulnerable 
than those of normal size. If the pain is in the 
lower abdomen the urinary bladder must be con- 
sidered. The over-distended bladder is most sus- 
ceptible to injury. A lesion of the urinary blad- 
der is suspected if there is lower abdominal pain, 
vesical tenesmus, bloody urine, or inability to uri- 
nate. Vaughan and Rudnick"* have shown that 
a positive diagnosis of rupture of the urinary 
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bladder may be made by the x-ray taken after 
injection of air into the bladder. This method 
will show not only the presence or absence of a 
rupture, but if one is present, whether it is intra- 
peritoneal or extraperitoneal, De Tarnowsky*® 
has emphasized the danger of delay in operating 
upon these cases. He studied 50 cases and found 
35 to be of the intraperitoneal type with a mor- 
tality of 48 per cent and 18 to be of the extra- 
peritoneal type with a mortality of 42 per cent. 
The diagnosis in these cases is often obscured 
by multiple injuries. Culver*® says that prompt 
surgical treatment is more important than the 
determination of the exact extent of the lesion, 

Of particular importance is to determine, if 
possible, if the injury is limited to the kidney, 
because operation is rarely indicated in these 
cases.* Allen*® studied 39 cases of kidney injury 
at the Massachusetts General Hospital and found 
that in the 25 cases not operated upon there were 
25 recoveries, while in the 14 cases operated upon 
there were four deaths. Davis’ says that in kid- 
ney injuries there is little pain if the capsule is 
torn and great pain if the capsule is intact. After 
a few days ecchymosis may appear in the flank, 
inguinal region, or scrotum.2* Of course a few 
cases of kidney injury will require surgery for 
continued hemorrhage or later for infection. The 
diagnosis of kidney injury is made from the site 
of the contusion and the pain, and the finding of 
blood in the urine. In the cases of kidney injury 
reported by Lewis and Trumble,” 21 were treated 
conservatively with a mortality of nine per cent. 
and nine were operated upon with a mortality of 
33 per cent. An intravenous urogram may give 
considerable aid.© These cases are best treated 
by rest in bed and sedatives for pain. Meyer?’ 
keeps the patient in bed for one week after the 
red blood cells have disappeared from the urine. 

A simple contusion of the abdominal wall may 
be more painful than a visceral lesion before peri- 
tonitis sets in (de Tarnowsky’®). Rupture of 
the rectus abdominis muscle is uncommon, but 
usually occurs below the umbilicus. The posterior 
sheath of the rectus is missing in its lower por- 
tion. Cullen®® points out that when blood lies 
between the rectus muscle and the peritoneum, 
the symptoms are usually those of an acute in- 
tra-abdominal lesion. A retroperitoneal hemor- 
rhage will always cause symptoms of an acute 
intra-abdominal injury, and such cases are al- 
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most always subjected to exploratory opera- 
tion.?1/38 

Case 6. A 58 year old man was admitted to the hos- 
pital shortly after he had fallen from the roof of a 
building on which he was at work.” As he fell his body 
struck the projecting corner of a low shed; the direct 
impact was against the lower half of the abdominal 
wall on the right side. 

He was admitted to the hospital shortly afterward, 
pale, with rapid pulse and a median tumor of the lower 
abdominal wall which had all the appearance of an 
overdistended bladder. Catheterization of the bladder 
yielded 200 c.m. of normal appearing urine. During 
examination of the patient and the catheterization the 
intern noted that the tumor increased definitely in size. 

Immediate abdominal incision disclosed a mass of 
blood and clots between the rectus muscles and the 
underlying peritoneum, due to a complete rupture of 
the right inferior epigastric artery. After the bleeding 
had been arrested the peritoneal cavity was opened; 
there was no sign of intraperitoneal injury. Unevent- 
ful recovery followed. 

There are doubtless many instances of injuries 
to the liver in which the bleeding is controlled 
spontaneously and operation is not indicated on 
the basis of signs of increasing hemorrhage. Hin- 
ton* and Beekman** advise conservative meas- 
ures in spleen injuries in children. One must be 
on guard, however, for not only those cases of 
hemorrhage which occur rather rapidly, but also 
for those which come on insidiously as reported by 
Reid.*®* The mortality in ruptures of the liver 
is well over 50 per cent. 

Case 7. A girl of twelve fell on a blunt picket fence.” 
Shortly afterward she was in marked shock with a 
pulse of 170, great pain in the upper abdomen, and an 
abrasion just to the right of the xiphoid process. At 
the hospital soon after the accident her pulse was 100, 
but rose steadily over eight hours to 150. A _ blood 
transfusion and gum acacia brought the pulse down to 
110, but in a few hours it was back to 146 and an 
exploratory laparotomy was carried out. An extensive 
rupture of the liver was found and the bleeding con- 
trolled by a gauze pack. After a stormy convalescence 
including operations for a subphrenic abscess and two 
intestinal obstructions the patient recovered. 

The jejunum is probably the portion of the 
gastro-intestinal tract which is most commonly 
injured,*’ although no part is immune from in- 
jury. Butler®® reported a case of contusion of 
the upper abdomen which caused a rupture 5 cm. 
long of the anterior surface of the rectum, and 
Davis*® reported a bursting rupture of the retro- 
peritoneal portion of the duodenum which re- 
covered after operation. The mortality in intes- 
tinal injuries varies from 9.9 per cent. to 87.5 
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per cent. in different reported series.2? In 
Allen’s'® 41 cases of injury to the gastro-intes- 
tinal tract, 36 involved the small bowel. All of 
the 41 patients were operated upon and 22 died. 
It is of interest to note that trauma may quite 
definitely be a cause of gastric or duodenal 
ulcer.®® #1 

In cases of suspected intraabdominal hem- 
orrhage it is usually best to defer transfusion 
until the operation is begun. On opening the 
abdomen in a subcutaneous abdominal injury, 
blood only may be encountered. As Lejars* 
points out, this blood may come from a tear 
in the omentum, the mesentery, the mesocolon, 
the gastrohepatic omentum, or the _ gastro- 
splenic omentum; from the rupture of the liver, 
spleen, pancreas, or even kidney; from the rup- 
ture of a large vessel; and finaiiy from an in- 
complete rupture of the stomach or intestine. 
The surgeon will quickly find the source of the 
bleeding. Often he will discover a wound in the 
liver from which the bleeding has stopped, in 
which case he will carefully avoid touching this 
area or handling it in any way as fresh bleeding 
might result. If there be fresh bleeding from 
the liver the wound will be packed with gauze. 
Wounds of the spleen are best treated by splen- 
ectomy. Hemorrhage from the omentum and 
mesentery will be stopped by ligation. In cases 
where the damage to the mesentery is extensive, 
the affected bowel will be resected. Injuries to 
the pancreas may be treated by packing. In all 
cases where there has been severe hemorrhage, 
transfusions should be given. 

If intestinal or gastric contents is seen on 
opening the abdomen, the injury will be found 
and repaired. Free bile in the peritoneal cavity 
signifies injury to the gall bladder or bile ducts. 
A cholecystectomy or repair of the bile duct with 
drainage may be indicated. Wangensteen® does 
not believe that the presence of sterile bile in the 
abdominal cavity is dangerous. 

The treatment of bladder injuries consists in 
closure of the tear in the bladder by suture, 
drainage of the cul-de-sac or prevesical space, 
and the use of an indwelling catheter.*® 


SUMMARY 


All patients having a history of violent injury 
to the abdomen or any severe violence involving 
the body in its entirety, as a fall from a height 
or an auto accident, should be suspected of having 
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serious intra-abdominal injury. The presence of 
shock increases this suspicion, but the absence of 
shock does not exclude it. Treatment of the 
shock, when present, is the first consideration. If 
the patient recovers from his circulatory collapse, 
he should be studied with the greatest care in an 
effort to decide if operation is indicated. Posi- 
tive indications for operation include the demon- 
stration of pneumoperitoneum by x-ray, the roent- 
gen demonstration of extra-vesical air after in- 
jection of air into the bladder, steady increase in 
pulse rate and fall of blood pressure despite in- 
travenous fluids, and increase in pain and rigid- 
ity. Potentially fatal injuries will often give 
little if any symptoms and the surgeon’s judg- 
ment will be seriously taxed. These patients 
must be carefully examined every half hour. In 
cases of serious doubt the exploratory laparotomy 
is the best course. 
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INJURIES TO THE RIGHT UPPER 
ABDOMINAL QUADRANT 
Pinttie H. Kreuscuer, M. D. 

CHICAGO 


In this quadrant of the abdomen injuries occur 
to the liver, kidney, stomach, small intestine, 
pancreas and large intestine in the order men- 
tioned. My discussion will include. 

1. Injuries to the abdominal wall. 

2. Injuries to the blood vessels of the ab- 
dominal wall and abdominal cavity. 

3. Injuries to the viscera. 

4. Involvement of the bony structures. 

5. Injuries to the nerves, more particularly 
the iliohypogastric, ilioinguinal and solar plexus. 

6. Traumata of the omentum and mesentery. 

Certain types of trauma predispose to specific 
injuries of viscera. For instance, trauma over a 
circumscribed area is more apt to injure the kid- 
neys and intestines, while a direct force distrib- 
uted more diffusely over a wider area is more apt 
to injure the liver, pancreas, stomach and blood 
vessels. In certain parts of the right upper 
quadrant organs such as the liver are protected 
by the ribs and heavy muscless of the loin and ab- 
domen. The kidney, unless the blow is applied 
laterally, is protected by the heavy muscles of 
the loin and by the spine. In the anterior por- 
tion of the abdominal wall the linea alba and the 
linea semilunaris are said to be the weakest or 
thinnest portion to which trauma may be ap- 
plied. There is a triangle which is bounded by 
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the ribs on either side and the apex of which is 
the ensiform cartilage, the base being formed by 
a line drawn between the cartilaginous attach- 
ments of the last ribs. This triangle is not well 
protected, and trauma in this area, whether from 
a direct or indirect blow, may cause great dis- 
tress and even death by reason of the extreme 
shock to the solar plexus. When the viscera are 
engorged and the stomach and intestines are par- 
tially or completely filled, there is a definite pre- 
disposition to injury. Pathology in the liver, 
kidney, stomach and duodenum makes these or- 
gans more vulnerable. The viscera of the young 
are much less apt to become traumatized than 
those of persons of advanced age. The well devel- 
oped abdominal and lumbar muscless of the 
worker and the athlete protect the organs very 
materially. 

Penetrating wounds of the abdominal wall, 
whether from a bullet or a sharp weapon, must 
always be very thoroughly examined. If there 
is any doubt as to whether the missile penetrated 
into the peritoneal cavity, an immediate lap- 
arotomy is indicated. A painstaking examina- 
tion is necessary, during which the general and 
the local sensitivity of the abdomen, the pulse, 
the fascia—in fact, every sign must be watched. 

It must be remembered that the fascia and 
even the bellies of the muscles are apt to divert 
the course of the bullet or sharp weapon. A care- 
ful history as to the direction of the missile as it 
entered the abdominal wall must be elicited. I 
have seen one case in which the bullet entered the 
right loin and, without penetrating through into 
the peritoneal cavity, passed entirely outside the 
fascia planes and was found to lie subcutaneously 
in the opposite groin. 

In the doubtful cases when a careful non-trau- 
matizing laparotomy has been performed and it 
is found that there is no penetration or perfora- 
tion of the viscera, no definite harm has been 
done. 





Jaki' distinguishes three clinical stages follow- 
ing abdominal wall, as well as visceral, injury: 
1. shock, 2. transient subjective improvement, 
3. in cases of hemorrhage, collapse; and in cases 
of injuries to hollow organs, peritonitis. In his 
opinion symptoms of shock usually appear imme- 
diately after the injury due to mechanical influ- 
ences acting by way of circulatory disturbances in 
the autonomic centers of the medulla oblongata, 
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by irritation of the subserous vagus and splanch- 
nic ends and the sensory spinal nerve ends in the 
abdominal wall. This lasts from one to three 
hours. He thinks that a longer duration indi- 
cates a permanent serious injury of nerve ends. 
He states that when an injured person is seen 
immediately after an accident, it should be pos- 
sible to decide within three hours whether there 
is a real abdominal injury and states further- 
more that an operation is indicated even during 
the stage of shock if the patient is getting vis- 
ibly worse. Meyer and Shapiro,* however, state 
that no patient should be subjected to laparotomy 
until proper preparation has brought the blood 
pressure above 80 unless the operation is one of 
“last resort.” 

Injuries to the abdominal wall may produce 
ruptures of the muscles, diastasis or hernia, but 
more often there is a sufficient injury to the 
blood vessels of the wall to permit of the forma- 
tion of a hematoma. The shock from a hema- 
toma even of small size may be quite as severe as 
that of a bruise to the underlying viscera. Pos- 
teriorly, such a force may cause retroperitoneal 
hemorrhage with or without injury to the kidney. 

Injury to blood vessels alone may involve those 
of the abdominal wall or those of the viscera. 
Large blood vessels within the abdomen and es- 
pecially those in the mesentery are often injured 
by stab wounds 4nd gun shot. Bleeding into 
the capsule of the liver or kidney or into the wall 
of the stomach occurs frequently without rupture 
of the capsule of the organs or the peritoneal cov- 
ering of the intestines and stomach. If the hem- 
orrhage stops, there is usually early and com- 
plete recovery. If, however, a fair-sized vessel 
has been injured, surgical interference may be 
demanded. 

In visceral injuries, as I stated in the begin- 
ning, the liver is probably most commonly in- 
volved despite the fact that it is well protected 
by the ribs. They may include hemorrhage into 
the liver, injury to the biliary tracts, injury to 
the extra biliary bile ducts, or rupture of the 
liver. Lewis and Trimble* report a series of 
twenty cases of rupture of the liver with a mor- 
tality of forty per cent even after operation. 
Diagnosis of such an injury may be made only 
after one has obtained a history of definite 
trauma over that area, symptoms of internal 
hemorrhages, and localized tenderness and rig- 
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idity in the right upper quadrant. I think that 
every one agrees that when it is possible to make 
a diagnosis of ruptured liver, an operation should 
be done immediately. This should consist of 
packing with gauze or some other material, fol- 
lowing which drainage should be instituted. The 
prognosis in the uncomplicated cases will de- 
pend upon the early diagnosis and operation and 
the control of hemorrhage. 

Injury to the kidney involves the perirenal 
structure by hemorrhage or produces a subcapsu- 
lar rupture or a transcapular tear with or 
without involving the pelvis of the kidney. 
The symptoms include shock and_ collapse, 
hematuria, tumor mass in the region of 
the kidney, tenderness over the area and muscu- 
lar rigidity. When all of these cardinal signs are 
present and when there is a history of injury over 
the kidney area, the diagnosis should not be so 
difficult. Many authors advise expectant watch- 
ing in these cases unless there is marked urinary 
extravasation and continued hematuria, both of 
which may indicate injury to the renal pelvis or 
to a calyx. When the tumor in the region of the 
kidney increases in size rapidly, an immediate 
exploratory operation is advised. 

Ritvo and Stearns,* discussing roentgen diag- 
nosis of contusions of the kidney, state that the 
x-ray is of great diagnostic value in contusions 
of the kidney with or without severe tears or rup- 
ture of the renal structure. They state that in- 
juries of the kidney vary from slight trauma to 
very severe rupturing or tearing wounds and can 
be classified according to extent and location of 
pathologic changes as follows: 1. edema of the 
renal or perirenal tisssues, 2. extracapsular hem- 
orrhage involving the perirenal fat and fascia, 
3. tears of the capsule and perirenal tissuses, 4. 
subcapsular tears varying from single fissures to 
marked fragmentation, 5. laceration of the par- 
enchyma, capsule and perirenal tisssues and 6. 
injuries to the pedicle, with rupture of the 
blood vessels or ureter or both. The flat x-ray 
film may occasionally give helpful information 
and can often be made when the severity of the 
injury precludes more detailed studies. Some or 
all of the following signs may be demonstrable 
and assist the physician in arriving at a diagno- 
sis: 1, haziness, or apparent enlargement of the 
renal shadow, 2. absence or blurring of the out- 
line of the psoas muscle, 3. fixation or limitation 
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of mobility of the kidney, 4. fracture of the lower 
ribs or transverse processes of the lumbar verte- 
brae and 5. scoliosis. A variation from the nor- 
mal in the course of the ureter is said to be sig- 
nificant. In cases of contusion of the kidney this 
organ is pushed toward the vertebral column 
forming an arc, and in some instances may over- 
lie the bodies of the vertebrae. The calices and 
infundibula become compressed and distorted, in 
some instances seeming almost spiderlike. 

The literature contains many articles upon in- 
jury to hollow abdominal viscera, principally the 
stomach, duodenum and intestines. Vance® be- 
lieves that injuries of hollow abdominal viscera 
are unlike those of parenchymatous organs and 
states that they are much less frequently injured 
because they tend to elude the action of the force. 
The mobility of the segments enables them to 
escape the consequences of the trauma and it is 
only under certain circumstances that they are 
especially prone to rupture. He thinks that 
there are three ways in which these organs can 
be affected by violence: 1. by crushing or con- 
tusion, 2. by tearing, 3. by bursting or explosion. 

In my experience I have seen just one rupture 
of the stomach and this was in the anterior wall. 
A man 45 years of age returned to his work at a 
bench in a saw mill immediately after having 
eaten his dinner. A large block of wood was 
forcibly thrown against his upper abdomen and 
the patient was knocked over backwards. He was 
brought to the hospital within an hour and even 
at that time a fair-sized hematoma had formed in 
the right rectus muscle just above the umbilicus. 
The patient was in extreme shock with rapid pulse 
and all the findings which follow immediately 
after a'ruptured viscus, Operation was done at 
once and a ragged 3-inch tear was found in the 
anterior stomach wall with the abdominal cavity 
practically filled with stomach contents. An im- 
mediate suture was made, drainage was insti- 
tuted, shock was treated and the patient made an 
uneventful recovery and left the hospital at the 
end of three weeks. 

In another case, the patient, a young man 
about 30 years of age, had taken copiously of 
beer. While standing at the bar, he became en- 
gaged in a more or less unfriendly fist-fight and 
was struck in the region of the epigastrium. He 
collapsed immediately and was taken to the hos- 
pital. Immediate opening of the abdomen re- 
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vealed a ruptured ulcer one and a half inches 
proximal to the pyloric ring. The abdominal 
cavity was found practically filled with stomach 
contents, principally beer. A suture of the rup- 
tured ulcer was made and the patient made an 
uneventful recovery. Subsequently a history of 
stomach ulcer was elicited from the patient. 

The third such case to come under my observa- 
tion was a man aged 60 who was in an automo- 
bile accident and sustained a moderate injury to 
his epigastrium, presumably from the steering 
wheel. He did not report to a physician until 
two days later when he complained of discom- 
fort, weakness and slight-distention of the ob- 
domen. In the absence of marked rigidity or any 
other sign of shock, the patient was carefully 
watched. X-ray films were made and air was 
shown under the dome of the diaphragm above 
the liver. This patient was treated expectantly. 
No food was given by mouth. After a number of 
weeks, his condition having improved, an x-ray 
film wag made of his stomach, which showed the 
presence of a fair-sized ulcer in the region of the 
pylorus. This man was put on ulcer manage- 
ment and made an uneventful recovery without 
operation. 

We believe it is very important, even in 
younger individuals, to obtain from the patient 
or his family a history of previous stomach com- 
plaints. We know that these ulcers rupture 
spontaneously, but any injury or blow to the up- 
per abdomen is apt to rupture them immedi- 
ately. When the patient is in shock, nothing 
more should be done than a closure of the ulcer 
opening unless this too greatly constricts the py- 
loric outlet. Secondary operation may be indi- 
cated when the patient’s condition wartants it. 
In all injuries to the stomach it is necessary to 
keep in mind that a rupture in the posterior wall 
may also take place with escape of stomach con- 
tents or hemorrhage into the lesser peritoneal 
cavity. 

Marianan® reported a case of posttraumatic 
rupture of the jejunum in a young man who had 
fallen over some rails. Examination of the ab- 
domen showed no evidence of injury. There was 
some rigidity. Slight pain in the epigastrium 
radiated toward the right shoulder. About an 
hour after he was admitted to the hospital he 
vomited once and felt better, but the abdominal 
rigidity persisted. Laparotomy was performed 
and the peritoneal cavity was found to contain a 








ILLINOIS MEDICAL JOURNAL 





November, 1938 


large quantity of brownish fluid. Further inves- 
tigation revealed a large tear in the jejunum 
about six inches below the duodenojejunal flex- 
ure. The bowels showed almost complete separa- 
tion. The rupture was sutured and the abdomen 
closed with drainage. Convalescence was un- 
eventful and the patient made a complete recov- 
ery. Marianan calls attention to several inter- 
esting features: 1. that rigidity was the only 
sign present, 2. that shock was entirely absent, 
3. that pain was slight, 4. that vomiting occurred 
only once, and 5. that septic peritonitis did not 
supervene. 

Injuries to the pancreas occur more often than 
is generally supposed, six cases being reported in 
the recent literature. Robertson’ states that this 
is evident from the number of patients with ab- 
dominal injuries that develop glycosuria at some 
time during their convalescence. The absence of 
the usual symptoms of pancreatitis is accounted 
for by the fact that the pancreatic damage is lim- 
ited in most instances to a slight contusion of the 
gland. <A cross section of the abdomen at the 
level of the pancreas impresses one with the ex- 
cellent anatomic protection of that organ. Cer- 
tainly trauma from the anterior surface of the 
abdomen would have the most likelihood of dam- 
aging the pancreas, but the interposition of other 
tissue will dull very sharp blows and by the time 
the force reaches the pancreas most of its energy 
is spent. He states furthermore that there are 
instances of extensive pancreatic damage from 
rather trivial blows and cites the case of a butler 
who died as the result of a fall against the edge 
of a table. The primary damage was slight, but 
it inaugurated a chain of events which was fatal. 
He admits that in most instances the injury to 
the pancreas is a slight contusion but that ex- 
tensive hemorrhage may follow with extravasa- 
tion of blood, eroding the gland and assumulat- 
ing until the limits of the capsule are reached. 
Such a course of events causes excruciating pain 
and shock, and where the capsule of the pancreas 
ruptures there is immediate flooding of the lesser 
peritoneal cavity and retroperitoneal space along 
the posterior abdominal wall with highly irrita- 
tive material. With this spilling of digestive fer- 
ments there is a digestion of surrounding tissues 
and further destruction and hemorrhage. 

Bennett® reports the case of a male aged 53 
who was caught between two freight cars with 
severe injury to the upper abdomen. Diagnosis 
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of abdominal hemorrhage or perforation could 
not be made; consequently no operation was per- 
formed. However, the patient became rapidly 
worse and died and at postmortem the examina- 
tion revealed a complete transverse rupture 
through the body of the pancreas where it 
crosses the spinal column. There was no injury 
to any other viscus. 

| have not seen a traumatic rupture of the 
duodenum except in cases of ulcer. Cooke?® re- 
ported three cases of rupture of the duodenum in 
a series of 210 automobile accidents. In this 
same series he found rupture of the jejunum in 
six cases, of the ileum in two and of the ascend- 
ing colon in one. He stated that in three cases 
rupture of the intestine was associated with rup- 
ture of the stomach. Inlow'® reported six cases 
of secondary or late perforation of the small in- 
testine from trauma and stated that secondary 
perforation results from necrosis and sloughing 
of a small area of the intestinal wall on the anti- 
mesenteric border. 

Injurtes to the nerves are caused by lacerating 
or penetrating wounds and gun shot wounds and 
only occasionally by severe compresssion trauma. 
Such injuries are usually associated with trauma 
to other organs. 

Summary: 1. It is my firm conviction that all 
perforating wounds of the abdominal wall should 
be operated at the earliest possible time. 

2. Where there has been a severe injury to the 
right upper abdomen every effort must be made 
to differentiate between mild trauma and severe 
injury to the intestines or other organs. 

3. The diagnostic aids, in addition to the 
clinical signs and symptoms, must include blood 
and urine examination, x-ray examination to de- 
termine the presence of air in the abdominal cavy- 
ity, and a repeated careful blood pressure exami- 
nation. When the blood pressure goes down and 
the pulse up so that the rate is interchanged, 
shock hemorrhage or both must be present and 
every effort should be made by the means at our 
command to raise the blood pressure sufficiently 
to make it possible to do an exploratory operation. 

I realize that I have added little or nothing to 
our knowledge of traumatic lesion of the upper 
abdomen. 

However, I make an earnest plea for 1. The 
avoidance of haste, 2. a careful history of the ac- 
cident, 3. a painstaking differential diagnosis be- 
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tween result and injury, 4. a clean, painstaking 
and nontraumatizing operation. 
I should like to leave you with truths expressed 


in Bennett’s little verse: 
’Tis better to use the knife too soon 
And find our diagnosis wrong 
Than to hear that old familiar tune, 
He’s gone to join the heavenly throng. 
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RUPTURED SPLEEN 
Custer C. Guy, M. D. 
CHICAGO 


In Illinois, ruptured spleen is present in about 
one of every 3,000 Hospital patients. The inci- 
dence will vary from 1 in 2,000 to 1 in 10,000 
depending on the type of Hospital and the num- 
ber of injured patients it receives. The average 
200 bed general Hospital will annually admit 2 
or 3 patients with ruptured spleens. In South- 
ern states, malaria causes splenomegaly to occur 
more frequently, and ruptured spleen is not un- 
usual. In India, where malaria is widespread, 
ruptured spleen accounts for about 3% of all 
deaths. 

A certain number of these patients are mori- 
bund on admission, or are suffering from mul- 
tiple injuries, and die without operation or accu- 
rate diagnosis. The majority, however, are rec- 
ognized as cases of severe intra-abdominal injury 
and are subjected to operation. Rupture of the 


spleen has always to be considered in cases of in- 


Read before Section on Surgery, Illinois State Medical So- 
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jury to the left upper abdominal quadrant or to 
the left lower chest wall. As a rule, considerable 
violence is required to damage a healthy spleen, 
but occasionally it is ruptured by comparatively 
minor blows or falls. Even minor injuries are al- 
ways of significance when the organ is enlarged 
or movable, and therefore a history of malaria 
should be sought for in every case of left upper 
quadrant injury. 

Spontaneous rupture of a normal spleen has 
been described occasionally, and recently Zucker- 
man and Jacobi reviewed twenty such cases be- 
lieved by them to be genuine examples of this 
condition. They explained it on the basis of a 
congenital absence of the diaphragmatico-splenic 
ligament, this lack of support allowing a partial 
and recurring torsion of the organ, resulting in 
passive congestion which led to rupture in the ab- 
sence of any history or evidence of injury. Such 
lesions are of such rarity that further considera- 
tion of them is not indicated in this paper. 

Minor injuries to the spleen with small sub- 
capsular hemorrhages or local hematoma forma- 
tion are probably not uncommon and the patient 
recovers with little or no treatment. At the au- 
topsy table we frequently see scars of the pulp or 


. capsule and perisplenic adhesions in the absence 


of other findings in the body which would explain 
the splenic abnormalities on the basis of old in- 
flammation. Some of these scars are probably 
due to old injuries which have healed spontane- 
ously. 

The majority of splenic injuries are associated 
with marked intra-abdominal hemorrhage and 
the mortality is high unless splenectomy is per- 
formed early. Their prompt recognition and 
treatment is therefore of particular interest to 
those physicians who frequently are called to at- 
tend injured persons. 

These injuries are of two general types; open 
wounds as from shooting or stabbing, and the 
closed or subcutaneous wounds. During peace 
times only about 20 to 25% of splenic injuries 
are of the open type. In the last five years, there 
have been no patients with bullet wounds of the 
spleen operated at the Cook County Hospital, 
and only two cases of stab wounds. Other pa- 
tients were brought in with such injuries but 
died before operation could be performed. Ober- 
helman and LeCount studied the records of 343 
patients who suffered bullet wounds of the ab- 


domen and found only 19, or 5% of them had 
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wounds of the spleen. In all of these, there were 
associated injuries to other organs, the dia- 
phragm, stomach, liver, and colon being involved, 
in that order of frequency. Fourteen of these 
were operated on and only one survived. The 5 
not operated on all died, making a mortality rate 
of about 95% with bullet wounds of the spleen. 
With stab wounds there is generally less injury 
to other viscera and a lower mortality rate is to 
be expected. The two stab wound cases in this 
series both recovered. 

About three-fourths of all cases of ruptured 
spleens are of the subcutaneous type. The great 
majority suffer from severe intraabdominal hem- 
orrhage and 75% of them will die within twenty- 
four hours unless operated upon. Others will die 
of hemorrhage or sepsis at a later.date and all 
authors agree that the mortality without opera- 
tion is very high, about 90%. With operation 
the mortality is much lower. Michelsson reviewed 
298 cases with a mortality of 33.3%. Willis re- 
ported 57 treated by splenectomy with a mortal- 
ity of about 29%. These percentages indicate the 
saving of many lives by surgery but they are still 
too high; and the purpose of this contribution is 


to suggest measures by which the mortality rate 


can be further reduced. 

In the average case of subcutaneous rupture 
of the spleen there is laceration of the capsule 
and pulp with marked and continuous intraab- 
dominal hemorrhage. Some walling off of the 
hematoma with partial cessation of the hemor- 
rhage may occur in a few hours and tends to lull 
the surgeon into the adoption of conservative 
treatment, but the hemorrhage usually recurs 
with any exertion and too many of these patients 
are operated on later when almost exsanguinated. 
Gauze packing or tamponade of the splenic lacer- 
ation has been successful in some cases, and the 
surgeon is tempted to resort to this procedure 
when the patient is in poor condition or splenec- 
tomy appears difficult. Experience has proven 
that packing alone generally can not be depended 
upon to stop the hemorrhage and that the mortal- 
ity is much lower if splenectomy is done and the 
large splenic vessels securely ligated. Earlier 
operation, splenectomy, and blood transfusions 
can cut in half the present surgical mortality with 
primary hemorrhages. 

There occurs another clinical picture with rup- 
tured spleen, and it is particularly in this type 
that recognition of the pathology will save lives. 
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I refer to the cases of late, delayed, or so-called 
secondary hemorrhages. In these, the primary 
injury is tamponaded and the hemorrhage 
checked or the splenic lesion may be overlooked 
in the presence of othe: injuries. Several days 
later a severe secondary hemorrhage from the 
spleen may occur, present a puzzling clinical pic- 
ture, and cause death if unrecognized or improp- 
erly treated. The cases of primary and secondary 
hemorrhage will be discussed separately. The 
latter are considered to be those cases of ruptured 
spleen in which evidences of marked hemorrhage 
did not appear until at least 48 hours after the 
injury. This time period is chosen because the 
majority of patients with primary hemorrhages 
have either been operated upon or are dead 
within 48 hours. As the clinical picture and the 
diagnostic problems are essentially the same in 
both primary and secondary hemorrhage, these 
will be considered: in connection with the more 
puzzling latter type. 

A review of the last twenty cases of primary 
hemorrhage treated by splenectomy at the Cook 
County Hospital in about the last five years re- 
veals the importance of early operation. Two pa- 
tients were injured by stabbing, both had perfora- 
tion of the diaphragm, both were operated 
within six hours after injury, and both recovered. 
Eleven others were struck by automobiles, and 
four were injured by falls. Their ages varied 
from 7 to 50. Four were correctly diagnosed as 
ruptured spleen, six were simply called ruptured 
viscus, and four others were operated for intra- 
abdominal hemorrhage. Five had associated lac- 
erations of the intestines or left kidney and three 
of these died. One recovered after removal of 
both the spleen and left kidney. As nearly as 
could be determined the amount of intraabdomi- 
nal hemorrhage in this series did not bear a direct 
relation to the severity of the splenic damage, but 
it is worthy of note that severe hemorrhage was 
always present in those cases in which the lacera- 
tions of the spleen were recorded as having in- 
volved the hilus. In general, the greater the hem- 
orrhage, the higher the mortality, and this was 
in direct proportion to the intezval elapsing be- 
tween injury and admission to the Hospital. 
Eleven patients were admitted within eight hours 
of injury and only two died, a mortality of 18%. 


The other nine were admitted from 8 to 48 hours 


after injury, and of these, six or 66.7% died. Of 
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the total number of cases of primary hemorrhage, 
twenty in all, eight died, a mortality of 40%. 
This is somewhat higher than the averages in 
other series, but it does not seem excessive when 
one considers that almost half of those patients 
did not come to the Hospital until 8 hours or 
more after being injured. 

At present, the “Blood Bank” arrangement at 
the Cook County Hospital makes possible early 
and repeated transfusion of whole blood. It is 
saving lives that undoubtedly would be lost with- 
out this service. If such facilities for blood trans- 
fusion had been available during the entire last 
five years, the mortality rate in this series of pa- 
tients would have been reduced in all probability. 

During this same period, we have records of 
four patients who were operated on for secondary 
hemorrhage from rupture of the spleen. Two of 
these are included with others reported in fairly 
recent surgical literature and I will shortly show 
a series of lantern slides illustrating the results 
in fifty-two such cases. Brief outlines of two 
cases, personally observed, will serve to illustrate 
the usual clinical picture in secondary hemor- 
rhage from ruptured spleen. 

One patient, a male of 37, was hit by an auto and 
suffered a fracture of his left radius and a bruise of the 
lower left chest wall. He walked to the hospital and 
a cast was applied to his arm. He complained of left 
upper quadrant abdominal pain with tenderness, but this 
was improved the following day, and the possibility of 
intraabdominal injury was then dismissed by his physi- 
cian. During the next ten days he had some epigastric 
distress, gaseous eructations, and mild diarrhea; and 
took soda for relief. Ten days after the accident and 
while at stool, he suddenly felt a severe abdominal pain 
and fainted. At the Hospital his physician made a 
diagnosis of a ruptured peptic ulcer and operated 
through a right rectus incision. He found the abdomen 
full of blood and inserted a pack in the left upper quad- 
rant. Autopsy the next day revealed that the patient 
had bled to death from a rerecent hemorrhage from a 
previous tear in his spleen. 

Another case was quite similar. A girl of nineteen 
fell on some stairs striking her left lower lateral chest 
wall. Her chest was strapped and she was in bed for 
a week. She then was allowed up and returned to 
work. Fifteen days after the accident she suddenly 
developed severe left upper quadrant abdominal pain, 
pain in the left shoulder, nausea; and rapidly became 
weak. At the Hospital, abdominal tenderness and 
rigidity, a mass in the left upper quadrant, and evi- 
dences of intraabdominal hemorrhage suggested the 
correct diagnosis. X-ray further supported this. Her 
condition was critical with a pulse of 160, but she was 
operated through a left rectus incision with lateral ex- 
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tension, and splenectomy rapidly done. Her abdomen 
was full of blood, and she failed to rally in spite of 


blood transfusions, and died several hours later. 

In 1929, McIndoe in the British Journal of 
Surgery, published a splendid article on this sub- 
_ ject of secondary hemorrhage from the spleen, 
and reviewed many cases up to that date. The 
most significant feature of these secondary hem- 
orrhages is the latent period which occurs between 
the injury and the onset of the severe hemor- 
rhage. During this interval, the original ab- 
(dominal or chest injury may be forgotten, espe- 
cially if other and more serous injuries also exist. 
This is well illustrated in the first case report 
cited. The symptoms during this latent period 
and the diagnostic features of the condition can 
perhaps best be considered by means of a series of 
lantern slides, which also illustrate other points 
of importance in connection with rupture of the 
spleen. 

Slides—to be shown in this order. 

1. Normal spleen—Defenses and vulnerability. 


2. Anatomy—cross section. 


Pathology of splenic injuries. 


3. 
4, Healing of small hematoma. 


5. Usual ruptures and subcapsular hematoma. 
6, Latent peried—pathology. 

7. Latent period—pathology—diagram. 

8, Latent period—importance. 

9. Latent period—duration. 

10, Latent period—symptoms and signs. 


11. Secondary hemorrhage—symptoms and signs. 
12, Secondary hemorrhage—diagnosis, 


13. Ruptured spleen—diagram of findings. 
14. Ruptured spleen—X-ray. 


15. Ruptured spleen—specimen. 
16. Ruptured spleen—specimen. 


(7. Ruptured spleen—specimen. 
18. Ruptured spleen—Photominagraph. 


19. Abdominal incisions—drawing. 


20. Mortality of Primary hemorrhage. 

21. Mortality and R/ review. 

In conclusion it may be emphasized that al- 
though rupture of the spleen is not a common 
condition, it is of sufficient frequency and impor- 
tance to merit consideration in all injuries to the 
leit upper abdominal quadrant and left lower 
chest wall. Patients who have suffered such in- 


juries and seem to be recovering should be closely 


followed for a period of at least two weeks, dur- 


ing which time evidence of fresh intraabdominal 
hemorrhage indicates immediate surgery. Both 
primary and secondary hemorrhages can be diag- 
nosed early ; and it is only by earlier recognition, 


prompt splenectomy and blood transfusions, that 
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we can hope to reduce the present high mortality 
rate. 


DISCUSSION OF DRS. CHRISTOPHER, 
KREUSCHER AND GUY’S PAPERS 


Dr. George de Tarnowsky, Chicago: I believe we 
should have had this symposium in the morning and 
spent the entire day discussing it. It is a tremendous 
subject, interesting not only to the general practitioner 
but to the surgeon. Dr. Kreuscher made the statement 
that if a patient were in shock and it was severe, he 
treated the shock first, even before a diagnosis of the 
lesion had been made, If there is anything that should 
not be done, it is to treat shock before you know what 
has caused it. Shock may be psychic, caused by pre- 
cocious septicemia or hemorrhage. What is the pa- 
tient’s condition when in shock? His blood pressure 
is subnormal, the pulse is thready and rapid and his 
respirations are rapid and shallow. Hemorrhage, if 
present, will tend to spontaneously decrease or even 
cease altogether as long as shock persists. Shock may 


thus be considered as one of nature’s methods of de- 
fense. Now what occurs when shock is treated by 


stimulants, heat, etc. in a case of hemorrhage—if the 
bleeding has not previously been checked by ligation, 
compression or packing? I will illustrate by quoting 
a typical case. Some years ago an assistant of mine 
was called to see a little girl who had been run over 
by an automobile. There were distinct marks of the 
wheel over her right upper abdominal quadrant. With- 
out stopping to think my young friend pulled out his 
hypodermic and injected camphorated oil and strychnia. 
The child’s cheeks became rosy; she opened her eyes, 
smiled at her mother for a few seconds—and died! 


Why? She died of a secondary hemorrhage induced 
by an artificial rise in blood pressure. The primary 


hemorrhage had ceased. The Coroner’s inquest re- 
vealed a tear of the liver. Where I have an abdominal 


wound to treat, I prefer to close that wound primarily 
where there is no penetration. In most traumas of 


the abdominal wall there will be found some contusion 
or laceration of the skin; the clothing over the same 
area may also be torn. These findings may help to 
orient one. If you have a skin lesion below the level 
of the umbilicus you can rule out the possibility of a 
ruptured liver, spleen or kidney. One should then think 
of a wound of the hollow viscera or of their mesenteric 
vessels. 

My good friend Christopher in quoting my paper on 
traumatic rupture of the bladder made a misstatement. 
He advised injecting fluid into the bladder in order to 
find out if the same amount of fluid was returnable. 
That fallacy is found in all old text-books. It should 


not be done. If the tear is intra-peritoneal there is 
danger of creating, a spreading peritonitis; if extra-peri- 


toneal there will be extravasation of fluid in the pre- 
vesical space of Retzius and a spreading cellulitis. The 
injection of fluid in a suspected bladder rupture should 


be condemned. 


We should not give a blood transfusion in a sus- 
pected hemorrhage unless the patient is on the operat- 
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ing table ready to be operated upon—transfusion and 
operation should be simultaneous. Elevate the tempera- 


ture, blood-pressure, etc., after the surgeon is ready 
to check the hemorrhage, not before. 

Gunshot wounds were mentioned. Every surgeon 
should have a definite method of procedure in these 
cases. Make a wide exposure, then examine the liver, 
stomach, spleen and kidneys first. Next begin with the 
duodenum and follow the small intestine down to the 
cecum, the assistant replacing loop after loop of gut in 
the abdominal cavity after the surgeon has carefully 
examined same. End up with a thorough examination 
of the entire colon, With such a procedure one will 
miss nothing. One patient of mine, shot with a single 
22 caliber bullet had eleven perforations of the small 
gut and three mesenteric tears. 

Dr. Ciney Rich, Decatur: I have had a limited num- 


ber of traumatic injuries to the abdomen and would 
like to report three cases which were most unusual. 


One was a man who was unloading a load of corn 
and reached up with a single-tree to push a belt over 
a pulley and the single-tree got caught and whirled 
over the pulley shaft and hit him in the abdomen. You 
could palpate a mass of tissue where he was struck. I 
did not know what it was, but thought it was probably 
omentum, which it later proved to be. The skin was 
not broken. The abdomen was explored, both the an- 
terior and the posterior fascia was broken and there 
was no injury whatever to the abdominal contents. 
Closure in layers was made and recovery was satis- 
factory with no resulting hernia. 

The second was a small boy who was climbing over 
a fence, his foot slipped and he fell, and a piece of iron 
picket struck him in the abdomen. He had a piece of 


omentum several inches long sticking out through the 
wound. The protruding omentum was excised, the ab- 


dominal contents showed no injury and the wound was 
closed. Recovery was without incident. 

The third was a man of 56, who started to slide off 
a load of hay and straddled a pitchfork. The handle 
tore through the perineum entering into the anterior 
part of the rectum, both the internal and external 


sphincters of the rectum were torn across and the point 
of entrance was into the bladder from the rectum and 
out again through the bladder into the free abdominal 
cavity. The patient’s belly was opened immediately 
through a lower mid-line incision but above the blad- 
der. The bladder peritoneum was sutured with chromic 
cat gut and the abdomen closed with Penrose drains, 
inserted down behind the bladder. The perineal wound 
was merely packed with gauze to control hemorrhage 
and was allowed to granulate in. Urine drained 
through the lower perforation of the bladder for some 


weeks, but eventually both the upper and lower in- 
cisions healed. Plastic operation was later performed 


on the sphincter ani, and he now has complete bowel 
and bladder control, except when he has a severe diar- 


rhea. His general condition at the present time is 
good. 


Dr. Frederick W. Slobe, Chicago: After hearing Dr. 


Guy’s excellent presentation on the classical instances 
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of secondary hemorrhage from the spleen I am con- 
strained to mention a very tragic case we had of a sim- 
ilar condition in the liver two and a half weeks fol- 
lowing accident. The case was treated conservatively, 
the symptoms progressively diminishing so that the 
patient was out of bed in ten days. Two and a half 


weeks after the accident he suddenly developed severe 
pain in the abdomen and went into a state of. marked 


shock which became progressively more severe in spite 
of active treatment terminating fatally in two hours. 


Autopsy showed the abdomen full of fresh blood as a 
result of secondary hemorrhage from a_ sub-capsular 
hematoma in the liver. 

This instance is a good example of the old axiom 
of prompt operation for abdominal injuries when in defi- 
nite doubt. However, when the patient is under close 
observation and the symptoms and signs are progres- 
sively more favorable one is usually warranted in de- 
ciding against operation. There are many cases of minor 
tears of the liver which recover spontaneously under 
a regime of absolute rest and a firm binder around the 
upper abdomen. Many of such tears are too small to 
pack and many would be simply aggravated by attempts 
at suture. Careful observation emphasizing abdominal 
palpation, the condition of the pulse, temperature, blood 


pressure, blood counts, presence of vomiting, etc., usu- 
ally enables one to decide the important question of 


whether or not to operate. When the symptoms are 
progressively worse and there is definite doubt in the 
mind of the surgeon, early operation within the first 
six hours is indicated. Of course, when the condition 
is complicated by hemorrhage, the patient is operated 
on at once and a blood transfusion given concurrently. 

Dr, Sumner L, Koch, Chicago: I want to ask Dr. 
Christopher and Dr. Kreuscher if in the case of rupture 
of the liver it would not be better to stop the bleeding 
by pressure and then insert mattress sutures, rather 
than to put in a pack which controls bleeding tempor- 
arily but invites future trouble from secondary hemor- 
rhage and from infection, 


I would like to recall to you the advice of Dr. 
Kanavel concerning examination for retro-peritoneal 


tears of the duodenum. In the case of such an injury, 
seen at the Cook County Hospital, we could find no 


evidence of intra-abdominal injury when the abdomen 
was first opened. Following Dr. Kanavel’s advice we 


lifted the great omentum and stomach and examined 
the posterior paretal peritoneum. Just below the 


origin of the mesocolon the posterior peritoneum was 
bluish and slightly elevated. When it was incised blood 


and gas escaped. On further examination it was found 
that the patient had sustained a complete transverse 


rupture of the horizontal portion of the duodenum. Un- 
fortunately he died while repair was being attempted, 


but the injury would have been overlooked unless the 
maneuver suggested by Dr. Kanavel had been carried 


out. 
Dr. Frederick Christopher, Evanston (closing) ; Just 


about twenty years ago, in Paris, I can well rememter 
the reverence and affection we had for Dr, Tarnowsky 
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when he commanded the Red Cross Hospital under 
fire, and I have never lost that reverence and affection, 


As to the treatment of shock before you attempt to 
make a diagnosis, I am not so sure about that point. 
What I refer to is the procedure of taking a patient 
on the cart and moving him for x-ray, when the pulse 
is poor and the blood pressure is down. I mean that 
you should keep him quiet, perhaps give fluids, but give 
him time to recover from the primary shock. If they 
are in such bad condition from shock they will not 
withstand a major operation. If they do not improve 
and get steadily worse operation is unlikely to help 
them. 

The point about giving blood during operation is 
good. You may have to give them a little saline to 
get them into condition. 

The point Dr. Koch makes about packing the liver 
almost certainly inviting infection I think is true. In 
rupture of the liver my experience is limited. I packed 
the one case I had. I am sure it would have been 
impossible to control the hemorrhage by suture, and 
if it comes to choice between infection and hemorrhage, 
you will take infection. The thing you must do is to 
stop the bleeding. The wound is open and you can 


gradually remove the packing. 





MOSQUITO CONTROL IN ILLINOIS AS A 
PUBLIC HEALTH MEASURE 
Spencer 8. Fuurer, M. D. 


President, The Des Plaines Valley Mosquito Abatement 
District 
Health Commissioner of Village of Riverside, Illinois 
RIVERSIDE, ILLINOIS 

It may be difficult to realize that only forty 
years ago mosquitoes were looked upon merely 
as nuisances that made localities unfit for hu- 
man habitation, agricultural uses and industrial 
pursuits. So, throughout our country and many 
others, mosquitoes were considered a necessary 
summer annoyance and millions of dollars were 
spent in screening windows and porches and for 
repellents such as citronella. 

Mosquito control work in the Des Plaines 
Valley of Cook County, while only a little over 
ten years old, stands out as one of the greatest 
economic accomplishments for this District. The 
District comprises 76 square miles and includes 


22 villages. There are 200,000 population with 
a property assessed valuation of $120,000,000, 


Cook County Fifteen Years Ago 
In Cook County, 15 years ago, the prevalence 


of malaria was waning due to agricultural 


drainage and real estate development. However, 


Read before Section on Public Health and Hygiene of Illi- 
nois State Medical Society, May 17, 1938. 
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with increased habitation came two varieties of 
mosquito in such numbers that there was no 
comfort in this valley, especially toward late 
summer. These were first, the domestic or pol- 
luted water mosquito which goes into the homes 
for its blood; and second, the flood water or 
swamp mosquito which bites outdoors. Villagers 
who could afford it left for the summer. Mos- 
quito bars over beds was common practice, and 
the use of vacuum cleaners to remove mosquitoes 
from walls and ceilings of bedrooms was resorted 
to. Villages within two miles of polluted streams 
swarmed with the pests. It was not an uncom- 
mon sight to see golfers wearing mosquito nets 
over their heads, gloves, and newspapers inside 
their stockings. The Ravinia Opera along the 
north shore of Lake Michigan had its attendance 
very much depleted. People could not enjoy 
their yards or the Forest Preserve during the 
daytime. 

With this condition prevailing the people 
tried to meet the situation by raising public sub- 
scriptions for sporadic and limited eradication. 
The Chicago Sanitary District was appealed to 
for help because of the pollution in the streams 
and responded to a certain extent. These efforts 
were of small avail, but did teach the people 
that the situation could be handled if a specific 
and efficient effort were made. 

Illinois Mosquito Abatement Act 

It became apparent that legislation should be 
passed permitting the formation of Mosquito 
Districts to be supported by a tax for that spe- 
cial purpose. After much effort on the part of 
interested citizens and civic organizations such 
a law was passed in 1927. It is now not neces- 
sary to have mosquitoes in any part of Illinois 
by reason of this law. By referendum a district 
may be formed as large as you like. It is best 
that it follow township or county lines. It is 
necessary to petition a County Judge with five 
per cent. of the legal voters in each village and 
unincorporated part of the proposed district. He 
calls an election and a majority of those voting 
decides. The judge appoints a Board of Trus- 
tees consisting of five men, without salary, to 
take all necessary or proper steps for the ex- 
termination of mosquitoes, flies and other insects 
in the district and with the power to levy a 
general tax not to exceed one-half mill on each 
dollar of taxable property in the District. 

Mosquito Abatement Work in United States 





ao hag 


a, a oe one en ee ae. ee ee | 














November, 1938 


In order for you to appreciate the tremendous 
popular appeal of mosquito abatement work per- 
haps it would be well to review what has taken 
place in the United States. Briefly, the value 
of mosquito control was recognized shortly after 
the successful work in Cuba and the Panama 
Canal Zone. Now eleven states have laws gov- 
erning organization of mosquito abatement dis- 
tricts. Listed chronologically as to the passage 
of the acts they are: New Jersey, California, 
New York, Utah, Illinois, Mississippi, Florida, 
Massachusetts, Virginia, Delaware, Maryland. 
In these states there are approximately one hun- 
dred organized districts. In the malaria belt 
fourteen states carry on mosquito abatement 
under authority of the State Boards of Health, 
six of these states having special laws regulating 
mosquito breeding in impounded water reser- 
voirs which apply especially to the large water 
power developments in the manufacturing 
states. 

Work in District 

A summary of the accomplishments in our 
district during the past ten years will be re- 
counted briefly. 

Thirty-two different kinds of mosquitos have 
been found in the District: some prevalent, some 
rare and some non-biters. One group appears 
in the early spring, another group in summer 
and a third group in autumn, 

The spring group, consisting of six species, 
was brought under control during the third year 
by a system of careful inspection and timely 
spraying of pyrethrum larvacide on woodland 
pools during the latter part of April. This 
group of hard-biting woodland mosquitoes no 
longer causes annoyance in the Forest Preserves 
and in villages near wooded areas. The most 
prevalent of this group is Aedes stimulans. 

The summer group consists of sixteen species, 
most of which are flood water mosquitoes having 
a longer flight range than those of the spring 
group. All species in this group have been 
brought under control within the District. How- 
ever, one species of this group, Aedes verans, has 
an unusually long flight range of sixteen miles 
permitting 20 per cent. of the broods originating 
in the large marshes outside our District to fly 
into the District. Therefore, there is an occa- 
sional annoyance lasting perhaps ten days at a 


time because of these flights from without. 
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The autumn mosquitoes, consisting of four 
species, caused intense annoyance inside dwell- 
ings prior to the formation of the District. This 
group has a comparatively short flight range 
not exceeding two and one-half miles, but due 
to the close proximity of polluted waters annoy- 
ance reached unbearable proportions. Culex 
salinarius bred in prodigious numbers in polluted 
marshes and Culex pipiens emerged in enormous 
numbers from 144 acres of the polluted Des 
Plaines River and 5% acres.of other polluted 
streams in the District. Annoyance caused by 
these two species undoubtedly caused the estab- 
lishment of the District. Looking back over the 
ten years, I believe the most outstanding features 
of progress have been the devising of efficient 
methods of spraying polluted waters within the 
first several years; and the persistency with 
which members of the Board of Trustees of this 
District have fought for clean streams. Large 
broods of mosquitoes from extensive polluted 
areas have been reduced to an occasional com- 
plaint, usually traced to barrels or tubs on pri- 
vate premises. Through correlating efforts of 
our Sanitary Engineer, Mr. J. Lyell Clarke, 
many bad sanitary conditions have been called 
to the attention of other municipalities or cor- 
porations. For the most part they have cooper- 
ated and corrected these conditions. This has 
been a very important part that our District 
has played in a general sanitary way for the 
entire District, 


Conservation 


I like to think, too, of the marked advance- 
ment our District has made in the development 
and new methods of mosquito control through 
cooperation with and under the guidance of 
eminent conservationists of this state. I may 
say frankly that mosquito control in many parts 
of the United States is looked upon by many 
wildlife preservationists as opposed to their 


aims and in conflict with their principles. They 


claim that the drainage of marshes destroys 
wildlife habitats ; that spraying of oil kills vege- 


tation and is otherwise harmful to wildlife. 

It was through criticism of this sort that we 
learned to appreciate the value of biological con- 
trol of mosquitoes. By becoming better ac- 
quainted each with the other’s problem, it was 


found that our aims and theirs could be obtained 
with distinct benefits to each. The common 
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problems were studied in the field by a commit- 
tee of the Conservation Council and our staff. 
The outcome of each resulted in a new method 
of biological control of mosquitoes. They learned 
that marshes might be improved into wildlife 
refuges and we learned to control mosquito pro- 
duction more efficiently. Likewise, this criticism 
led to the abandonment of furnace oil in favor 
of pyrethrum larvacide which does not harm 
fish, fowl, foliage or animal life. Similarly, the 
conservationists learned that they could well af- 
ford to join forces with the Mosquito Abatement 
District in fighting for clean streams. The lay- 
men as well as the conservationists should bear 
in mind that the destruction of wildlife is 
furthest from the mind of the mosquito control 
expert. Mosquito larvae occupy a low station in 
the food chain, therefore, destruction of its 
many predators would be to defeat its own pur- 
pose. 
How Mosquitoes Effect Economics and 
Property Valuations 

In these days one would hardly associate a 
stock market crash with a mosquito, yet we find 
in the volume “Rise and Fall of Disease in Illi- 
nois” by Dr. Isaac D. Rawlings, former State 
Health Officer, this statement: “The report of 
a single case of yellow fever in the south caused 
a shrinkage of the provision market in Chicago 
alone, which amounted to a million dollars in 
24 hours.” This was during panicky times sixty 
years ago when yellow fever terrified large cen- 
ters of population. Today our more enlightened 
age is willing to condone an annual loss due to 
rural malaria three hundred and sixty-eight 


times greater with a high order of complacency, 
as borne out by the statement of Dr. L. L. Wil- 
liams, U. 8S. Publie Health Service, Director of 
Malaria Control in the United States, when he 
states that between 1930 and 1937 an average of 
4,000,000 cases of malaria occurred annually in 
sixteen southern states, and that the annual toll 
in dollars amounts to a loss of $3828,000,000, 
Dr. Headlee, State Entomologist of New Jer- 
sey, states that an expenditure of one-half million 


dollars increased the value of seashore property 


of New Jersey one-half billion dollars between 
1920 and 1930. 


Diseases Transmitted by Mosquitoes 
In 1878, Patrick Manson discovered that 


filariasis was transmitted by mosquitoes. Twelve 
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years later Grassi and Filletti found that mos- 
quitoes transmitted bird malaria. Eight years 
later, Ronald Ross learned that human malaria 
was transmitted by mosquitoes. Two years later 
Walter Reed discovered a mosquito vector for 
yellow fever. During the same year four French- 
men learned that mosquitoes transmitted hearl 
worm in dogs. Three years thereafter Graham 
and Deirut, working in Syria discovered a mos- 
quito vector for dengue or breakbone fever. 
Twenty-five years later Kligler, Muckenfuss and 
Rivers showed that fowl-pox could be trans- 
mitted by mosquitoes. Then, five years elapsed 
before another mosquito borne disease was dis- 
covered. In 1933 R. A. Kelser, a veterinarian 
in the U. S. Army discovered that meningitis in 
horses and mules formerly known as blind stag- 
gers is transmitted by mosquitoes. ‘This latter 
discovery is unusual in one respect, namely, that 
the disease equine encephalomyelitis is trans- 
mitted by eight known varieties of common ouf- 
door mosquitoes; whereas the seven other dis- 
eases are transmitted by domestic house-entering 
mosquitoes. Epidemics occur in horses and 
mules strictly in rural districts widely 
separated over the United States and have not 
occurred in stockyards. It opens up a 
new field for research wherein it may be found 
that the outdoor mosquito, such as the flood 
water and salt marsh varieties, is capable 
of transmitting common diseases heretofore dis- 
associated with it because of its habits of outdoor 
biting. One year later in 1934 Nieschulz, Bed- 
ford and DuToit reported that at least one mos- 
quito species is a natural vector for Blue-Tongue 
in Sheep. 

The carriers of seven of the nine diseases 
(fAlariasis, avian malaria, malaria, yellow fever, 
heart work, dengue and fowl pox) are mosqui- 
toes which breed in water around human habita- 
tion; all being house-entering types, but now 
with the new knowledge that mosquitoes trans- 
mit equine encephalomyelitis and blue tongue, 
we find ourselves, perhaps, at the threshold of 
discovery of a group of diseases transmitted by 
outdoor biters. 

Thus we find that within the past sixty years 
mosquitoes are capable of transmitting nine 
diseases; two of the round worm type; two of 
the protozoan type; five of the virus type and 


one of the spirochete type. Discoveries were 
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made at intervals of 12, 8, 3, 3, and 28, 3,1 years. 
With these facts in mind it is not at all unrea- 
sonable to believe that many other diseases are 
transmitted by mosquitoes. Therefore, it is 
suggested that those engaged in research in the 
mid-western states may avail themselves of the 
records of the Des Plaines Valley Mosquito 
Abatement District in order to correlate the 
characteristics of disease epidemics with the 
characteristics of mosquito prevalence in the mid- 
western states. Our district has a ten-year rec- 
ord of the seasonal prevalence of mosquitoes of 
thirty-two species which is available for research 
workers, By this means search for a mosquito 
vector for a certain disease may be narrowed 
down to one suspected species, whereas by the 
process of elimination thirty-two different species 
would likely have to be dealt with in a process 
of elimination. I believe one of the biggest 
contributions our District can make to science 
is the seasonal records of mosquito prevalence. 
Our records may be more valuable than mere 
records to prove that our work is effective. 

I cite you the use of these records. They 
may be used in research work—you know of 
course that a beautiful correlation may be made 
between flies and typhoid fever. Likewise with 
mosquitoes a definite correlation may be made 
between Aedes aegypti and yellow fever—between 
malaria and Anopheles—lags between prevalence 
peaks of insects and onset of disease vary with 
different incubation periods. But here in this 
region there is a species of mosquito that does 
not build up numerically from spring to fall. 
There are those that have over-wintering eggs 
that lie dormant—viable all winter and hatch in 
time of flood periods. Here you have real use 
of the prevalence of such broods to tie in with 
an epidemic of disease—or for instance a dis- 
ease that occurs in April may be correlated with 
that unusually early appearance of a hibernating 
mosquito; one in May with the woodland group 
of mosquitoes; in July with the flood water 
mosquitoes; and in September with the domestic 
mosquitoes. By this means a certain mosquito 
may be placed under suspicion as vector for a 
certain disease. Our District would be glad in- 
deed to work with local universities or schools 


or individuals engaged in research. 


DISCUSSION 


Dr. R. L, Reynolds: Dr. Fuller has presented a very 
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interesting and comprehensive paper—dealing with all 
phases of mosquito control and their relation to the 
transmission of diseases. It is a valuable contribution 
and should be in the hands of every health officer, 
In discussing this paper, I would emphasize four 
cardinal points discussed therein. First and most im- 
portant from the viewpoint of the medical profession 
is that the mosquito has been incriminated in the trans- 
mission of nine diseases. Second, that the abatement 
of mosquito annoyance has spread rapidly within the 
last twenty-five years in the United States. Third, 
that a new method has been devised which enlists the 
natural. enemies of mosquitoes in the fight against 
them. And fourth, that research and experimental 
work is an important part of mosquito control. 
Referring to Figure 1, which shows the seven dis- 


eases transmitted by the mosquito. One may visualize 
the fact that the mosquito is the most dangerous of all 


DISEASES TRANSMITTED 
6y MOSQUITOES 
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Fig. 1. Slide, showing nine diseases transmitted 
by mosquitoes. 


insects when we consider that there are 400,000 differ- 
ent species of insects—one thousand species of mos- 
quitoes—and that the known mosquito transmitters of 
diseases number only twenty. According to our present 
knowledge, this is true but further investigation will 
add other diseases and emphasize to a further degree 
the importance of the mosquito in its role of dissemi- 
nating diseases. It is exceedingly important to note 
that the mosquito can transmit diseases that fall in 


each category of disease producing organisms. It can 
transmit protozoa. It can transmit filterable viruses. 
It can transmit bacteria and it can transmit worms. 
With this point in mind, I would emphasize the value 
of cooperation between those engaged in medical re- 
search and those engaged in mosquito control work; as 


those carrying on mosquito control work possess in- 
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valuable data concerning the seasonal prevalence of a 
certain species of mosquitoes. Possession of this knowl- 
edge by the medical man may materially simplify his 
problem if his problem is to find the mosquito vector 
of a certain disease. 

Referring to Figure 2, which shows the rapid prog- 
ress of mosquito control in the United States during 
the past twenty-five years; the medical man may justly 
boast of establishing a higher standard of living for 
the American people, for it was the medical research 
man who aroused public interest in mosquito control 
purely as a public health measure. This movement was 


accepted very quickly by the public, and the general 
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This technique enlists the natural enemies of mosquitoes 
in the fight against them. Figure 3 shows a terraced 
hole deep enough to prevent drying up in summer or 
freezing solid in winter in which the top feeding minnow 
may live. From the central hole radiating ditches lead 
to shallow holes in the marsh. After heavy rains when 
the adjoining lowlands are flooded, minnows may go 
out through these channels and feed upon the mos- 
quito larvae, and when the flood waters recede the min- 
nows may retreat to the central hole. 

Fourth, 1 want to conclude by emphasizing the neces- 
sity of all research and experimental work as a part 
of the program of every mosquito abatement project. 




















Fig. 2. Map of mosquito control work in United States. 


Black—State law permitting formation of mosquito abatement districts. ’ 
Cross Hatched—State law requiring clearing of timber from reservoir sites to prevent production of 


malaria mosquitoes. 


Diagonal Hatched—Malaria control directed by State Board of Health. 


Blank—No mosquito abatement law. 


principle of mosquito control extended and applied by 
engineers and entomologists as a means of making life 
less miserable in regions where not only disease carry- 
ing mosquitoes but pest mosquitoes are prevalent. This 
movement, then, has grown from a means of disease pre- 
vention to an indispensable measure to promote human 
comfort; thereby establishing a higher standard of 
living. 

Referring to Figure 3, this paper calls attention to a 
radical departure from the customary procedure—drain- 
age—which has been the fundamental procedure in mos- 
quito control work. It has introduced a new technique ; 
that of flooding low lying areas which breed mosquitoes 
and the use of Wildlife Oases in intermittent marshes. 


Research is the leaven that raises routine work to a 
high standard. In The Des Plaines Valley Mosquito 
Abatement District some of the new machines devised 
are a motorcycle with a sidecar equipped for spraying 
street catch basins; a powerful pump mounted on a 
boat for spraying rivers and streams; and a large 
sprayer mounted on broad tread rubber tires known 
as the “Swamp Angel” which may be driven back and 
forth across treacherous marshes while spraying mos- 
quito larvacide. These new machines are important 
from the standpoint of efficiency, but the phase of mos: 
quito control which holds the most interest for me are 
the research problems of field and laboratory. For the 
past several years we have been engaged in studying 
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the life histories of two of our most prevalent Culex 
species of the house entering type. We have made 
great strides in defining the breeding places of Aedes 
vexans, our most prevalent outdoor mosquito. We have 
studied the egg laying habits and carried on extensive 
studies having to do with the flight characteristics of 
this species. 





Fig. 3. Picture of Wildlife Oasis. 


As an example of our research work we may refer 
to Figure 4 showing Experiment No. 1 of a series 
of five experiments to determine how far the flood 
water mosquito, Aedes vexans, would fly. Five million 
mosquitoes were stained with analine dye dust as they 
emerged from their breeding place. For thirty days 
thereafter, mosquitoes were caught at several hundred 
catching posts within a radius of fifteen miles. Each 
dot on the chart represents the point at which red 
stained mosquitoes were captured. The extreme flight 
registered was sixteen miles. An experiment of this 
type is extremely important not only to the district in 
the Chicago area where this work was carried out, 
but to mosquito control workers all over the world. 


Dr. Harry J. Stewart, Oak Park: I don’t wish to 
discuss this paper. I only wish to congratulate the 
people who have done this splendid work. It seems to 
me since way back in 1900, when Walter Reed and 
William Gorgas wrote great pages in medical history 
in preventitve medicine, that the mosquito abatement 
would be accomplished very much faster than it has. 
I happen to live in a part of this particular community 
from which this record comes—Oak Park—and have 
experienced the menace and the trouble and the in- 
convenience from these pests that used to drive us 
almost crazy. We couldn’t screen our homes ade- 
quately because they seemed to get in the house in 
some way. We could find no comfort in our yards 
or on the golf course without a newspaper 
wrapped around our legs and mosquito nets over our 
heads. I have lived to see the abatement of these 
things and would just like to add a word of com- 
mendation and hope that, through these splendid papers 
that Dr. Fuller and Dr. Reynolds have given us here 
today that the medical men. and women of Illinois 
will go back to their communities and not rest until 
they have set in motion the machinery to do away 
with these pests. I have no doubt this condition exists 
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in all parts of the country and all parts of Illinois, 
and particularly around Peoria and Pekin, where they 
have many marshes. It seems to me some effort should 
be made so that those communities can rid themselves 
cf these pests; that is the only word that you can use, 
regardless of the diseases that are transmitted by them. 

With the cost to the country of millions of dollars 
every year, as the essayist has referred to in his 
statistics, 4,000,000 people suffering from malaria every 
year, it seems to me some very vital step should be 
taken by this group to stimulate the abatement of these 
mosquitoes. It was 30 or 40 years ago that Walter 
Reed discovered that yellow fever was carried by a 
mosquito, and William Gorgas transformed a cesspool 


at Panama into one of the most delightful places to 
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Fig. 4. Staining experiments. 


live in in this country, and if they can do it in a 
place like that, there is no reason why it cannot be 
done throughout the entire land. From an economic 
point of view the medical men and women should blaze 
the trail and stop the suffering from malaria and 
incidentally save millions of dollars to the afflicted. Is 
it not worth while? Laymen must look to us for 
leadership in these matters which are purely health 
measures. ; 

Dr. Spencer S. Fuller, Riverside (closing): The 
main object of the paper was to bring before you the 
possibility of getting rid of mosquitos if you want to. 
It is possible. Of course, in the territory where there 
is not a large assessed valuation you would not be 
able to raise a large amount of money, but the legal 
machinery for creating mosquito abatement districts 
is on the statute books in Illinois if you want to use 
it and it can be used with effect. 
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THE SYMPTOM-COMPLEX OF VISCERAL- 
SPINAL PAIN 


Epwarp L. Comperg, M, D. 
CHICAGO 


Abdominal pain may result from acute or 
chronic lesions of the spinal cord, the spine, or 
its appendages. Conversely, the dominant symp- 
tom which announces disease of the viscera may 
be pain in the back. 

Every internist and surgeon is aware, either 
because of lessons learned from his own errors of 
judgment or as a result of competent medical 
teaching, of the dangers of diagnosing tabetic 
crisis as abdominal disease. Little emphasis has 
been placed in medical teaching, in textbooks and 
systems of medicine, or in the vast literature 
dealing with abdominal symptomatology, upon 
the relatively common fact that the etiology of 
visceral pain sometimes may be found in the 
spine or spinal cord. On the other hand, while 
the wise orthopedic surgeon hesitates to under- 
take treatment to relieve pain in the back without 
first carefully examining the patient for evidence 
of primary neurological disease, diseases of the 
female pelvis, or of the male urogenital organs, 
few, indeed, are alert to the equally important 
fact that diseases of the chest or of the gastro- 
intestinal organs may produce, as the primary 
complaint, pain in the back. 


PAIN IN THE BACK SECONDARY TO LESIONS 
OF THE VISCERA 


Steindler very briefly mentions the fact that 
appendicitis, involvement of the retroperitoneal 
glands, hemorrhoids, diseases of the colon or rec- 
tum, hernia, or peritonitis may produce, as a 
primary symptom, pain in the back. 

Mixter, more recently, has emphasized the im- 
portance of evaluating all back pain in the light 
of possible intra-abdominal or pelvic lesions. He 
mentions, from his own record, two gall-blad- 
ders, two appendices, one fibroid and one kidney 
which had become surgical specimen through 
error because of pain referred to the regions of 
the organs mentioned when the primary disease 
consisted of a tumor of the thoracic portion of 
the spinal cord. Mixter reported seven cases of 





From the Division of Orthopedic Surgery, Department of 
Surgery, the University of Chicago. 

Read before the Section of Surgery, Illinois State Medical 
Meeting, Springfield, Illinois, May 17, 1938. 


November, 1938 


duodenal ulcer in which the initial complaint 
was of pain in the dorsal spine. 

The following cases have been selected from 
my own series as instances of visceral disease in 
which the primary complaint was pain in the 
spine. 

Case 1.. Duodenal ulcer causing backache. J. B. M., 
male, aged 45 years, was admitted to the University of 
Chicago Clinics January 13, 1931. During the past five 
years he had suffered from intermittent attacks of pain 
described as a dull ache in the mid-dorsal region of the 
spine. Each of these attacks lasted from two to six 
weeks. The pain was frequently associated with nausea 
and vomiting. Rest and relaxation for one or two 
weeks usually afforded complete relief. 

He had consulted allopaths, osteopaths, and chiro- 
practors and his greatest help came from the latter, 
who both manipulated his back and prescribed special 
diets. 

The past history included an injury to the back 
when, as a. young man, he fell on his head while diving 
in the school gymnasium. 

Physical examination showed a slight rounding of 
the dorsal spine but no definite gibbus. There was no 
spine tenderness, but slight pain was noted when the 
lower dorsal spine was percussed. The colon. was 
palpable and tender and felt “spastic.” 

Roentgenograms of the spine revealed marginal ir- 
regularity of the articular surfaces of the bodies of 
thoracic vertebrae five, six and seven and the inferior 
surface of the eleventh (Fig. 1-A). There were sev- 
eral distinct breaks in the cortical plates, suggesting 
ruptures of the nuclei pulposi, with secondary narrow- 
ing of the intervertebral disc spaces. 

A diagnosis of old vertebral juvenile epiphysitis dor- 
salis with Schmorl’s nodules was made. A back-brace 
was recommended. However, because of the nausea 
and vomiting, and because of the relief which he stated 
that he obtained when not under physical stress or 
mental strain, gastrointestinal and neurological examina- 
tions were requested. 

No evidence of involvement of the central nervous 
system was found, but the gastrointestinal studies re- 
vealed a large duodenal ulcer (Fig. 1-B). Treatment 
for the ulcer was. followed by complete relief of the 
symptoms. 

Case 2. Pain in the back relieved by ulcer manage- 
ment. M. P., female, age 25 years, was referred to the 
Orthopedic Clinic at the University of Chicago, Feb- 
ruary 24, 1938, because of intermittent pain in the back, 
duration two and one-half years, located at the level of 
the eleventh thoracic to the second lumbar vertebrae. 
The patient stated that it almost invariably awakened 
her about 3:00 o’clock in the morning and could only 
be relieved by arising from the bed and walking around 
the room. It was not made worse by activity, hard 
work, or fatigue and did not occur during the day. 
Greatest discomfort was noted when she slept on her 
left side. 

More detailed questions elicited the information that 
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the pain did not awaken her during the night if she 
did not try to go to sleep until after midnight. It was 
her custom on such occasions to eat a sandwich or 
light lunch just before retiring. 

An examination revealed no limitation of motion in 
the spine or in any of the joints of the extremities, and 
all tests to elicit symptoms in the low-back region were 
negative. Neurological examination was normal. 

An x-ray of the spine revealed several small punched- 
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pain. She still found some difficulty in sleeping on 
her left side. 

Roentgenograms were made on April 12th, at which 
time it was thought that the fluoroscopic examination 
showed a very small crater near the apex of the duo- 
denal bulb. 

Ulcer management was continued and she was last 
seen in the clinic late in April, when she stated that 
on only three occasions since the time of her first visit, 





Fig. 1. Case 1. J. B. M., male aged 45 years, ap- 
plied to the Orthopedic Clinic of the University of Chi- 
cago for relief of pain in the mid-thoracic region of 
the spine. The lateral roentgenogram of the spine (A) 
shows narrowing of the intervertebral discs in the 
region of which he complained, with multiple, small, 
punched-out areas, suggesting small ruptures of the 
nuclei pulposi, and beginning anterior lipping of the 





vertebral bodies. Treatment of the spine by means of 
a back-brace did not afford relief. There was also a 
history of nausea and vomiting and an x-ray examina- 
tion following a Barium meal (B) showed a constant 
filling defect in the duodenal bulb, typical of ulcer. 
Ulcer management completely relieved all symptoms 
including the pain in the back. 





out areas in the upper dorsal vertebral bodies—lesions 
commonly classified as Schmorl’s nodules. Because of 
the peculiar time of onset of the pain; no association 
of the discomfort with activity; the absence of any 
positive findings in the orthopedic examination; and the 
history of freedom from pain when a late supper was 
eaten, duodenal ulcer was suspected. The patient could 
not remain in the city for gastrointestinal x-rays at 
the time of this visit. She was advised with regard 
to her diet and was told to take one glass of milk and 
eat several crackers at bedtime and to repeat the milk 
and crackers if she awakened as a result of the pain. 
On March 9th, two weeks after this visit to the 
clinics, the patient wrote that she had been eating be- 
fore going to bed and had only one recurrence of the 


approximately two months earlier, had the pain re- 
curred. These attacks were promptly relieved by 
eating. 

Case 3. Jejunal ulcer causing low-back pain. E. K., 
female, age 31 years, came to the Orthopedic Clinic at 
the University of Chicago, November 29, 1937, com- 
plaining of. low-back pain, intermittent in character, 
non-radiating, the onset of which she dated from ap- 
proximately 20 years earlier, when she had suffered a 
fall. There had been intervals of freedom from the 
backache of from six months to two years. 

One year before coming to the University of Chicago 
Clinic a diagnosis of duodenal ulcer was made and a 
gastroenterostomy was performed and the appendix was 








36 
removed. The pain had returned a short time after- 
ward. 

Examination of the spine revealed no pain upon 
motion or manipulation and no limitation of motion. 
She was not made comfortable by any of the usual 
orthopedic (supportive) procedures. She was referred 
to the Gastrointestinal Division where a diagnosis of 
jejunal ulcer was made. 

Case 4. Pain in the thoracic spine secondary to 
bronchiectasis. E. G., female, age 22 years, was seen 
in the Orthopedic Clinic of the University of Chicago 
November 13, 1937, complaining of pain in the back, 
intermittent in character, for the duration of about one 
year. The pain was localized to the mid-thoracic 
region. Further questioning revealed the fact that the 
pain was made worse by deep inspiration and had not 
been present prior to an attack of what was diagnosed 
as double lobar pneumonia eleven months previously. 

There was no limitation of spine motion and no 
tenderness over the spine. Auscultation and percussion 


revealed squeaky rales but normal resonance throughout 
the chest. A diagnosis of chronic bronchitis, with 
possible bronchiectasis was made and the latter im- 
pression was confirmed by the consultation in the Chest 
Clinic. Bilateral chronic maxillary sinusitis was also 


diagnosed and thought to be a contributory factor to 
the pulmonary disease. Following bilateral radical 


sinus operations there has been steady improvement of 
the chest condition with complete disappearance of the 


pain in the back. 
COMMENT 

In each of the four cases which have been re- 
viewed, the dominant symptom, upon admission 
to the University of Chicago Clinics, was pain in 
the back. In two cases (one and two) the pain 
was located in the region of the mid or lower 
thoracic spine. In these instances a diagnosis of 
duodenal ulcer was made and the pain was re- 
lieved when the patient was placed upon ulcer 
management, In Case 1 the clinical picture was 
made more confusing by the fact that a roentgen- 
ogram of the thoracic spine showed definite thin- 


ning of the intervertebral dise spaces with nucleus 


pulposus lesions and beginning anterior lipping 
of the vertebral bodies. The fact that the pain in 


this instance was not related to exercise or to 
heavy physical labor should have made the exam- 
iner very skeptical about its relationship to the 
spine. On the other hand the patient yolun- 
teered the information that rest often afforded 


relief, Treatment applied to the spine was with- 


out definite benefit but complete relief was ob- 


tained when the patient was placed upon strict 
ulcer management, In Case 3 the patient had 


had symptoms for many years, until she had de- 
veloped a rather marked neurosis. Although a 
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diagnosis of jejunal ulcer was made and no or- 
thopedic disease was found, she was not coopera- 
tive and she has not been afforded relief from 
pain comparable to that obtained in the cases of 
duodenal ulcer. 

It has long been known that intrathoracic dis- 
ease, especially if it produces an irritation of the 
diaphragm, may lead to the incorrect diagnosis of 
an acute intra-abdomina) condition. It is not 
uncommon for acute or chronic thoracic disease 
to produce pain in the spine. ‘Case 4 is of inter- 
est because of the fact that she came first to the 
Orthopedic Clinic complaining of pain in the 
back. Bronchiectasis was diagnosed and treat- 
ment of this condition was followed by complete 
relief of the pain in the thoracic spine. 


ABDOMINAL PAIN RESULTING FROM LESIONS OF 


THE SPINAL CORD, SPINE, OR APPENDAGES 


Acute abdominal symptoms are common fol- 
lowing severe trauma which produces fracture of 
the spine or its appendages or concussion of the 
spinal cord. Intermittent or chronic abdominal 
pain may result from acute or chronic infection 
of the spine, from degenerative arthritis, chronic 
degenerative changes of the intervertebral discs, 


retropulsion of the nucleus pulposus of the inter- 


vertebral discs with pressure upon the spinal cord 
or nerve roots, or from benign or malignant neo- 
plasms of the spine or of the spinal cord. 

Carnett has described pseudo-appendicitis or 
gall-bladder disease due to intercostal neuralgia, 
arising from irritation of the nerve roots within 
the spinal canal. 


Nielsen and Gunther and Kerr have similarly 


described cases in which abdominal symptoms 
were caused by a radicular syndrome in which the 
etiological factor was hypertrophic osteoarthritis 
of the spine. 

Ussher considered that visceral disturbances 
secondary to curvatures of the spine were com- 
mon and Wills and Atsatt have adopted the term 
“Viscero-spinal Syndrome” as descriptive of this 
particular clinical manifestation. 

Nielsen states that the characteristic symptoms 
of this syndrome are pain in the abdomen with- 
out deep tenderness, relief of symtoms by change 
of spinal posture or through externa] support, 
extreme hyperesthesia to light touch in the af- 
fected area with, at times, atrophy of muscles due 


to involvement of the motor as well as the sens- 


ory roots. Symptoms and findings in the follow- 
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ing cases are considered to be characteristic of 
the syndrome mentioned. 
Case 5. Acute abdominal symptoms secondary to 


compression fracture of the spine. M. B., female, aged 
63 years. This patient was thrown from the back seat 


to the top of a speeding car and down upon the floor 
of the tonneau. On the day following the accident she 
developed marked distension of the abdomen and in 
another hospital a laparotomy was performed because 
of a tentative diagnosis of ruptured viscus. No injury 
to the abdominal contents was found at the operation. 


Subsequently roentgenograms of the spine were made 
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to the University of Chicago Clinics. The symptoms 
were not relieved by this operation. 

Our examinations included cystoscopic studies which 
revealed a cord type of bladder. There was slight evi- 
dence of atrophy in both lower extremities and the 
reflexes were suppressed, although present. 

A roentgenographic examination showed congenital 
anomalies of the lumbosacral region, scoliosis, and 
lateral wedging of the lower lumbar vertebrae (Fig. 3). 

A lumbosacral fusion operation was advised. When 
the posterior bony wall of the sacral canal was ex- 
posed, it was found to be paper-thin and when stripped 
away, a large bluish, fluid-filled sac bulged through the 








Fig. 2. Case 5. M. B., female, aged 63 years, was 
admitted to the University of Chicago Clinics because 
of pain in the lower thoracic region of the spine which 
dated from an accident in which she was bounced off 
of the seat of a speeding automobile when it struck an 
elevation in the pavement. Following the injury, she 


developed a marked distention of the abdomen and 24 
hours after the accident a laparotomy was performed 


because of a suspected ruptured viscus. No intra-ab- 
dominal lesion was found. The roentgenograms of the 
spine show a central compression fracture of the 11th 
thoracic and of the first lumbar vertebrae, (A) and 
(B). Injuries to the spine frequently produce paralytic 
ileus with abdominal distention and discomfort, and 
should always be demonstrated or ruled out in cases 
giving history of acute trauma. 





and these showed a central compression fracture of the 
eleventh thoracic and of the first lumbar vertebral 
bodies (Fig. 2). 

Case 6. Appendectomy and ovariectomy because of 
abdominal pain due to extradural cyst of the spine. 


B. K., female, age 22, entered the University of Chi- 


cago Clinics on November 27, 1934, complaining of pain 
deep in the right lower abdominal quadrant which she 


stated had persisted since an automobile accident eleven 


years before; painful urination for one and one-half 


years; pain in the low-back; intermittent attacks of 
nausea and vomiting; and frequent headaches. 
Because of the abdominal pain, her appendix and 


right ovary had been removed two years before coming 


defect, This proved to be an extradural cyst which 


extended from the upper level of the fourth lumbar to 
the lower level of the third sacral vertebra. The sacral 
and lower lumbar canal was markedly widened through- 
out this region. The cyst was removed and the fusion 
operation was completed. 

The pain, which we now believe to be entirely secon- 
dary to the congenital anomalies of spine and spinal 
cord with degenerative changes in the latter, has not 
been relieved. 

Case 7%. Benign giant cell tumor of the spine with 
associated lower abdominal pain. D. G., male, age 27 
years, came to the University of Chicago Clinics May 


16, 1928, complaining of pain in the left lower abdomen 
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near the groin and in the lower part of the back, of 
five months’ duration. There was slight tenderness just 
above the left Poupart’s ligament over the inguinal 
canal, and moderate stiffness in the lower lumbar spine. 
Roentgenograms of the lower lumbar and _ sacroiliac 
joints were normal. 

About six weeks after this first admission the patient 
was standing in the lobby of the Billings Hospital when 
he felt sudden severe pain in the back and fell to the 


floor, completely paralyzed from the level of the second 


lumbar segment. A roentgenogram of the lower thor- 








Fig. 3. Case 6., B. K., female, aged 22 years. His- 
tory of an automobile accident at the age of 11 years. 
The roentgenogram shows multiple anomalies of the 
lower lumbar spine, lumbo-sacral-pelvic obliquity and 
scoliosis. The patient had complained of pain in the 
right lower abdominal quadrant which had been con- 
stant and severe. wo years before her admission to 
the University of Chicago Clinics her appendix and 
right ovary had been removed without any relief from 
the pain. Operation at the University of Chicago re- 
vealed a large extradural cyst of the spinal canal which 
extended from the third lumbar to the third sacral 
vertebra. 





acic and upper lumbar spine revealed an extensive de- 
structive lesion and collapse of the body and append- 
ages of the first lumbar vertebra (Fig. 4-A). 

An operation was performed and a portion of the 
tumor tissue which had extended backwards, involving 
the laminae and invading, but not infiltrating, the para- 
vertebral muscles, was removed. Microscopic examina- 


tion revealed a benign giant cell tumor, Roentgen ray 
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therapy was followed by a back-brace, and the patient 
made an excellent functional recovery (Fig 4-B). 
Case 8. Extramedullary spinal cord tumor causing 
subacute abdominal pain. C. S., female, age 28, was 
admitted to the University of Chicago Clinics (Gastro- 
intestinal Division) February 21, 1934. She complained 
of pain in the right lower quadrant of the abdomen, of 
one year duration, and pain in the epigastrium of five 


months’ duration. 
During the seven months prior to her admission the 


abdominal pain became more severe and began to radi- 
ate through to the back. She also complained of pain 
on the anterolateral surface of the right leg which ex- 
tended to the knee. Five months before admission she 
vomited a large amount of rusty fluid. Physical ex- 
amination failed to reveal any abnormal abdominal 
mass, tenderness, or muscle spasm. The reflexes were 
reported to be normal. She remained in the hospital 
for approximately one month during which time she 
continued to complain of severe pain and there was an 
occasional emesis. The clinical impression was psy- 
choneurosis. Two weeks after discharge from the hos- 
pital she was readmitted because of the repeated attacks 
of severe lower quadrant abdominal pain which usually 
came on at night and lasted from two to six hours. 
Several days before this second admission she was 
awakened at 11:00 p. m. with the first symptom of 
pain in the back. This was described as excruciating 
pain which started in the mid-dorsal region. 

She was referred to the Neurological Service where 
a diagnosis was made of extramedullary spinal cord 
tumor. 

At operation April 14, 1934, a neurofibroma of the 
right eleventh thoracic posterior root was found and 
removed, The last report was obtained July 26, 1937— 
three years and three months after operation, at which 
time she stated that she had some slight weakness of 
the leg but no recurrence of the pain or of other symp- 
toms of which she had complained when first admitted 
to the Billings Hospital. 

Case 9. Tuberculosis of the spine. Initial symptom 
right lower abdominal pain. R. J., male, age 13 years, 
came to the Pediatric Clinic at the University of Chi- 
cago, April 25, 1936, complaining of pain in the right 
side and in the region of the right hip, of four months’ 
duration. Pain in the right side was first noticed ap- 
proximately one year before coming to the clinic; was 
intermittent in character; at times disappeared entirely ; 
and when most severe seemed to be relieved, to some 
extent, by pressure of the hand over the right lower 
quadrant. There was no nausea or vomiting. His ap- 
petite was good and he had been quite active physically, 
riding a bicycle, doing somersaults and tumbling in the 
school gymnasium. There was no cough and no weight 


loss. There were no abdominal masses, tenderness to 
deep palpation or abdominal muscular rigidity. 

A tentative diagnosis of chronic appendicitis was 
made. Because moderate stiffness of the spine was 
noted the patient was seen by an orthopedic consultant 


who found mild spasm of the vertebral muscles and 


soreness in the right sacroiliac region. Roentgenograms 
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of the lumbosacral region were normal. A back-brace 
was ordered. 
Five months later a tender swelling in the left flank 


was first noted. A roentgenogram of the dorsal-lumbar 
region of the spine revealed a lesion of the second 
lumbar vertebra with loss of intervertebral disc space 
between lumbars two and three (Fig. 5-A). A diag- 
nosis of tuberculosis of the spine with iliopsoas abscess 
was made. October 7, 1936, using a full thickness 
tibial bone graft, the spine was surgically fused from 
the twelfth thoracic to the fourth lumbar vertebrae, 
inclusive. 


[he patient made an uneventful recovery although 
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pendicitis are all too frequently performed. They 


may be due to failure of the attending physicians 


to be ever alert to the possibility that chronic or 


intermittent right lower abdominal quadrant 
pain is sometimes merely the signal announcing 
the presence of disease in the spine. Case 6 is an 
example of this type of mistake. In this instance 
the right ovary was removed, also without any 
benefit to the patient. Before a correct diagno- 
sis was made this patient was condemned by sey- 


eral physicians as a hopeless psychoneurotic. A 





A 


Fig. 4. Case 7. D, G. male, aged 27 years. The 
lateral roentgenogram of the spine (A) shows collapse 
and almost complete destruction of the first lumbar 
vertebra. At operation this was found to be the result 
of a giant cell tumor. His symptoms had included left 
lower abdominal pain and pain in the lumbosacral region 





of the back. The anteriorposterior roentgenogram (B) 
shows the extensive repair six and one-half years later, 
with ossification of the tumor aad fusion between the 
12th thoracic remnant, lumbar one, and the second 
lumbar vetebrae, which followed extensive x-ray treat- 
ment. 





there was an interval during which the cold abscess 
drained freely (Fig. 5-B). The iliopsoas abscesses 


have now healed and there is roentgenographic evidence 


of spine fusion. The symptoms of abdominal and low- 


back pain have been completely relieved. 
COMMENT 


Failure to recognize the fact that acute trauma 
to the spine is a fairly common cause of acute 
abdominal symptoms, which may be associated 
with a paralytic ileus, resulted in a needless and 
dangerous abdominal operation upon an elderly 
patient who was already in a state of shock 
(Case 5). 


Needless operations for supposed chronic ap- 


more careful physical examination would have 
revealed definite neurological manifestations, in- 
cluding a cord-type of bladder. This finding 
should have transferred the focus of attention to 
the spinal cord itself in spite of peripheral symp- 
toms and deformity of the osseous spine. Dis- 
eases of the vertebral bodies with secondary neu- 
rological symptoms may also produce the syn- 
drome, as was illustrated in Case 7 in which 
there was extensive destruction of one vertebral 
body and adjacent appendages, Again, the at- 
tention of the examiner was directed away from 
the primary lesion because of the fact that pain 


was most marked in the lower abdomen near the 
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groin. An earlier diagnosis might have pre- 
vented total paralysis which has only partly been 
relieved by subsequent treatment. 

Case 8 is an example of how confusing certain 
spinal cord tumors may be and how difficult of 
diagnosis when both pain in the abdomen and 
nausea and vomiting so completely mask other 
symptomatology. 


Although diagnosis was delayed in Case 9 un- 
til he developed an iliopsoas abscess, which could 
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right lower abdominal pain. Treatment of the 
tuberculosis of the spine did relieve the abdom- 
inal pain. This would seem to be reasonably 
conclusive evidence that the original diagnosis 
of appendicitis was erroneous. 
SUMMARY 
Most of the lesions of the spine which have 
caused intra-abdominal symptoms can be ex- 
plained on a basis of mechanical irritation or in- 
flammation of nerve roots as they emerge from 





Initial 


Fig. 5. Case 9., R. J., male, aged 13 years. 
complaint was pain in the right side and in the region 
of the right hip of four months’ duration. At the time 
of his first admission a correct diagnosis was not made. 
He returned five weeks later with the symptoms more 
marked and a palpable mass in the right lower quad- 
rant of the abdomen and the right flank. This mass 
proved to be an iliopsoas abscess. 

Roentgenogram (A) shows destruction of the pos- 


teriorinferior portion of the body of the second lumbar 





vertebra and loss of disc space between lumbar vertebrae 
two and three. 

Roentgenogram (B). This anteriorposterior view 
of the spine following operation shows the full thick- 


ness tibial bone graft (a-b) further destruction of the 
second lumbar vertebra with lateral wedging, and in_the 
right lower abdominal region an opaque mass. This 


mass was produced by the injection of lipiodol into the 
iliopsoas abscess. his patient has made an excellent 
degree of recovery with healing of the diseased spine 


and the iliopsoas abscess, and relief from pain. 





be palpated, he at least escaped an unnecessary 
abdominal operation. During the five months be- 
tween his initial appearance at the clinic and the 
establishment of a correct diagnosis he was pro- 
tected by a Taylor type of back-brace. 

In our series of cases of tuberculosis of the 
spine in children, there have been four who had 
heen subjected to appendectomies prior to com- 
ing to the University of Chicago Clinics, because 
the symptoms of which they complained included 





the spinal canal. The reflex pain syndrome has 


been discussed by both Mayer and Pottenger. In 


many of the cases of abdominal pain caused by 
inflammation due to infection in the spine: as a 
result. of chronic irritation from hypertrophic 
arthritis: the mechanical factor of impingement 
from osteophytes; or from displaced portions of 
intervertebral discs, pain is merely the response 
to stimulation of the nerve tracts in a root or 


peripheral nerve. Unfortunately, the clinician 
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may be too much inclined to seek to alleviate the 
pain or to try to find the pathological condition 
causing the pain, only in the location to which 
the patient points and says that it “hurts.” This 
attitude disregards the fact that pain is only a 
symptom manifested at the site of sensory nerve 
end-organs. The stimulus which causes the pain 
in the abdomen when the disease is in the spine 
may be compared with the contact which is made 
when the doorbell button is pressed in an outer 
vestibule. The bell may ring within the house at 
a considerable distance. Thus, sudden compres- 
sion of the ulnar nerve at the elbow causes pain 
in the fourth and the fifth fingers of the hand, 
most marked at the tips. Similarly, irritation of 
nerve roots within the spinal canal or as they 
emerge from the spinal canal, or irritation of 
nerve tracts within the spinal cord itself may 
cause peripheral symptoms characterized as in- 
tercostal neuralgia, sciatica, or intra-abdominal 
pain, depending upon the region of involvement 
of the spine or its contents. 

Obviously, treatment should be directed to- 
ward the primary lesion, whether it is in the 
central nervous system, on a peripheral nerve, 
or an organ of the thorax or abdomen. Thus the 
treatment should be directed to the cause rather 
than toward ameliorating the effect. 

In another report, [ have described some of 
my own errors in diagnosis and have recom- 
mended a conservative approach to the problem 
of treatment for low-back pain. In this paper J 
have attempted to point out additional pitfalls 
from which none of us may fee) too safe, but 
which, in many instances, may be avoided by in- 
sisting upon accurate histories and complete 
physical examinations for our patients, Only 
in this way may we hope to correctly evalu- 
ate symptoms and establish accurate diagnoses. 
Treatment should not be undertaken for patients 
whose primary complaint is either of abdominal 


pain or of backache until the symptom complex 


of viscerd-spinal pain has been considered. Thus 
our sins of omission, because of failure to recog- 
nize the possibility of referred pain, wi)) be less 
numerous and we will commit less often the sin 
of commission through treating effects when it 
may be possible to remove the cause. 
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DISCUSSION 


Dr. George W. Staben, Springfield: Dr. Compere 
has just shown us that abdominal lesions can produce 
pain which is referred to the spine, and also that spinal 
lesions can cause symptoms which are referred to the 
abdomen. 

Referring to spinal lesions which cause pain referred 
to the abdomen, he described a symptom-complex some- 
times called the orthopedic abdomen, a condition in 
which pain in the abdomen is the predominating sign 
of a lesion entirely outside of the abdomen. Among 
the conditions mentioned are infections of the spine in- 
cluding arthritis, tuberculosis and syphilis of the spine. 
He also mentioned spinal cord tumors and acute in- 
juries of which fractures and herniation of the nucleus 
pulposus into the spinal canal are important. All of 
these lesions have one thing in common, that is, irrita- 
tion to the spinal nerve roots or radiculitis. As he 
mentioned, the symptoms of radiculitis are essentially 
those of a referred pain, the pain being referred to 
the distribution of the particular nerves involved. 

Jn those Jesions in which the referred pain is in the 
abdominal region, the site of the lesion should be in that 


part of the spine between the seventh dorsal and the 
first lumbar vertebrae. The spinal nerves which have 


their exit in this region, after transversing their re- 
spective intercostal spaces, give off motor and sensory 
branches to the abdominal muscles, so that irritation of 
their nerve roots. would cause pain, referred to the ab- 
dominal muscles. When such pain is present, of course 
the matter of diagnosis is important from the stand- 
point of treatment. In general, the various lesions 
mentioned have their own particular group of signs 
and symptoms with the addition of the symptoms of 
radiculitis when the spina) nerve roots are involved. 
When pain is produced as a result of spinal nerve root 


itritation, especially where pain is referred to the abdo- 
men, if it is the result of root irritation, pressure on 


the abdominal muscles will not increase the pain, 


whereas if the lesion is in the abdomen, pressure on 


the abdominal muscles will increase the pain. This 
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may be useful in making a differential diagnosis. Afso, 
anything which increases the spina] fluid pressure such 
as coughing, sneezing, etc., will increase and aggravate 
the abdominal pain. When we see children with chronic 
abdominal pain we should think of the possibility of 
tuberculosis of the spine. 


One of the early signs of spinal cord tumors is 
irritation of the spinal nerve roots with referred pain 


which is very persistent and well localized. Arthritis 
of the spime may cause irritation of the spinal nerve 
roots. I recall one such case that I have seen in which 
the patient complained of chronic abdominal pain which 
was thought to be appendicitis. Upon investigation she 
was found to have arthritis of the spine. Spinal frac 
ture may cause symptoms of radiculitis. However, we 


see many compression fractures of the spine without 
spinal cord involvements in which there is not referred 


pain. Spinal fractures, however, may and do sometimes 
cause referred pain of this character. 1 have such a 
case under observation at this time; a patient who had 
received a severe blow on his back, the result of a fall 
of slate striking him, who entered the hospital in a 
semiconscious condition and did not respond to ques- 
tions. It was very apparent that he was suffering 


from a rather diffuse pain over the hack, but more 
apparent was the complaint of pain in the abdomen 


which appeared to be diffuse. However, the pain ap- 
peared to be more persistent or more intense in the 
umbilical region. The abdominal muscles were mod- 
erately tense, the abdomen moderately tympanitic. The 
white count was 18,000. We felt that the white count 
was of little value since in cases of this type we do 
find a leukocytosis which accompanies shock. Because 
of the moderate distension and tenseness and the ap- 
parently extreme abdominal pain, we felt that he might 
have an intra-abdominal injury. We did not send him 
to the x-ray room, feeling that it was probably safer 
to put him to bed until he recovered from his shock. 
However, we had an x-ray picture taken with a portable 
x-ray unit to see whether or not we could demonstrate 
free air in the abdomen. The picture was unsatis- 
factory, since we were obliged to take it with the patient 
lying in the prone position instead of upright. We also 
took a bedside picture of the spine which showed what 


might be interpreted as a fracture of the spine. This 
picture .was not diagnostic. Catheterization showed 
the bladder to be intact. We watched this patient very 
carefully, examining him at frequent intervals, for the 
intense muscle spasm such as is demonstrated when 
peritoneal insult is great. The abdomen did not show 
any increase in muscle spasm during this period, The 
pulse rate remained low, at no time above 90. The 
temperature was never over 100, So after several hours 
we felt that we did not have an abdominal lesion but 
a spinal lesion which was causing irritation of the 
spinal nerve roots and pain referred to the abdomen. 
Later we obtained an adequate picture of the spine 
which showed a compression fracture of the eleventh 
dorsal vertebra. The spine was placed in hyperexten- 
sion and the abdominal pain gradually subsided and 
disappeared in the course of a week. 
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Tn conclusion, I want to emphasize the fact that where 
chronic abdominal pain exists, in which the symptoms 
are not definite, we should not overlook the possibility 
of some spinal lesion causing referred pain, 

Dr. E C. Holmblad: I just wanted to mention the 
experiences we have had with hernia recently in con- 


nection with back pain. We have had the experience 
of having about 60 per cent. of the acute hernias that 


come in, having pain referred to the back, sometimes 
starting in the inguinal region and radiating upward 
and backward to the lumbosacral region. Whenever 
a back case comes in the first thing we do is examine 
him for hernia—we turn him around and examine for 
hernia first. It is interesting to note that. 


1 certainly want to thank Dr. Compere for bringing 


out the importance of abdomina) distension and abdom- 
inal pain in connection with fracture of the spine. It 


may occur several days later which seems to be fre- 
quent. 1 think the question of intra-abdominal injuries 
must be ruled out when there has been a fall. Suppose 
he does have a fractured spine; there may be an 
associated pathological condition and it is easy to over- 
look it. 

Dr. Sumner L. Koch: The problem of the compres- 
sion fracture of the spine which can take place when an 
individual is suddenly and forcibly thrown upward 


against the roof of the cab is a common one; and the 
fracture is often overlooked. The lateral roentgeno- 
gram tells the story in such an injury. 

Dr. Edward L. Compere, Chicago (closing): IT will 
not take any more.time but I would like to thank Dr. 
Staben, Dr. Holmblad and Dr. Koch for their contri- 
bution to the discussion, 





PNEUMONECTOMY FOR BRONCHOGENIC 
CARCINOMA OF THE LUNG 


Report of a successful case 16 months after 


operation 


W. E. Apams, M. D. 
CHIMAGO 
Since Graham’s successful removal of the en- 


tire lung for carcinoma of the bronchus in 1933! 
an ever increasing number of successful cases of 


total pneumonectomy have been reported. Where- 
as previous to this time the outlook for patients 
with this condition was hopeless, the mortality 
now compares favorably with that of malignant 
disease of other organs. This is all the more im- 


portant in view of the frequent occurrence of this 


tumor. Arkin and Wagner’, from their review 


of many reports, found bronchogenic carcinoma 
of the lung to represent six to eight per cent of 


From the Department of Surgery of the University of 


Chicago. 

Presented before the Sections on Surgery and Radiology, 98th 
Annual Meeting, Illinois State Medical Society, Springfield, 
May 18, 1938. 


| 


me” se netlist aiid ae 





(938 


here 


toms 
pility 


. the 
con- 


ence 
that 


imes 
ward 


ever 


mine 


» for 


ging 
lom- 
It 
fre- 
uries 
pose 
>» er 


ver- 


pres- 
man 
ward 


| the 
reno- 
will 


or, 


ntri- 


NIC 


pr 





ne ag ge a tt Neg TR 





November, 1938 


all carcinomata. Thus the lesion ranks in fre- 


quency with carcinoma of the rectum. 

A major factor in the advance of the treatment 
of this condition has been the recognition of early 
lesions. The onset is usually insidious, the symp- 
toms being very mild until obstruction of the air 
passages with development of an inflammation of 
the obstructed pulmonary tissue occurs, or until 
evidence of distal metastases is manifested. A 


history of unexplained chronic non-productive 


cough of several months duration is usually ob- 


tained. Hemoptysis is also not an infrequent 


early symptom. Pain, however, may not occur un- 
til the lesion is far advanced. Studies of this 
condition reported in the past dealt mainly with 
cases diagnosed in the later stages. That phase 
o} the subject wil) not be discussed in this paper. 
An unexplained chronic cough in a patient over 
40 years of age, with or without hemoptysis, war- 
rants investigation by bronchoscopic examina- 
tion. X-rays of the lungs during this stage of the 
condition may be entirely normal. The first ab- 
normal findings on x-ray examination are due 
to obstruction of the air passages with the pro- 


duction of atelectasis and pneumonitis of the ob- 


structed pulmonary tissue. A bronchoscopic ex- 
amination in such cases usually reveals the tumor 
in one of the primary stem bronchi. Thus, bron- 
choscopy with biopsy of the tumor has been a 
major factor in making an early diagnosis. 

Determination of Operability—Various opin- 
ions have been given as to the factors determining 
the operability of carcinoma of the*lung, The 
majority of these tumors are located in the main 
stem bronchi, Those located in the more peri- 
pheral portion of the lung usually involve the 
pleura or other peripheral structures before a 
diagnosis can be made, a fact which precludes 
surgical intervention. 

Tumors arising in the major stem bronchi have 
been classified into three groups according to the 
microscopic appearance, i. e., 1. Squamous cel) 
carcinoma; 2% Undifferentiated round 
carcinoma; and 3, Adeno-carcinoma. Of 
these three types the squamous cell presents 
the most favorable outlook. There igs a 
somewhat less tendency to early metastases and 
also to progress less rapidly in its growth. The 
lack of definite evidence of distal metastases on 


cell 


physical and x-ray examination warrants an ex- 
ploration of the pleural cavity. The amount of 
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direct extension of the tumor at the hilum will 
determine whether all of the carcinoma-bearing 
tissue can be removed. If it is impossible to 
extirpate all of the primary tumor the case is 
inoperable, 


The presence of metastases in the bronchial 


lymph glands hag been said by some to contra- 
indicate extirpation of the lung. However, not 


infrequently when severa] glands at the hilum 
and in the mediastinum are removed, only a por- 
tion are fonnd to be involved by the tumor, and 
when such cases are denied the opportunity of 


operation a)) hope for recovery is gone. It is a 
well-recognized fact that removal of a primary 
malignant tumor is not infrequently accompanied 
by a cessation in growth for months or years of 
secondary metastases. Also it may well be that 
removal of all the mediastinal glands in this re- 


gion removes all of the spread of the tumor be- 


yond the primary growth and should be carefully 


considered in each individual case. 


TYPES OF OPERATON 

The two operations which have been success- 
fully performed in the treatment of this condi- 
tion are lobectomy and pneumonectomy.’ Tumors 
lying distal to the primary bronchi of the indi- 
vidual lung lobes lend themselves to treatment 
by removal of a single lobe. Unfortunately this 
is usually not the case and extirpation of the en- 
tire lung on that side is necessary in order to 
include all of the cancer-bearing tissue. During 
the past five years improvement of the technique 
of pneumonectomy has been such that the mor- 
tality of this operation compares fairly favorably 
with that of lobectomy. Thus, if the adequacy of 
a lobectomy to include all of the tumor is ques- 
tionable, pneumonectomy should be the opera- 
tion of choice. When a pneumonectomy is per- 
formed it is accompanied by a careful dissection 


of the hilum with individual vessel ligation and 
removal of the lymph glands in this region,* 


PREOPERATIVE PREPARATION 

Careful preoperative preparation of the patient 
has contributed much to the success of pneumo- 
nectomy. Blood transfusions and a nourishing 
diet will improye the general condition of the 
patient. In order to stabilize the cardiorespira- 
tory physiology so that during and following the 
operation embarrassment of this function will 


not occur a preliminary pneumothorax is pro- 
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duced on the side of the lesion, the lung being 

collapsed as wel) as possible, and this collapse 

maintained over a period of from 10 to 20 days. 
OPERATION 

There still remains some controversy as to the 

advisability of intratracheal anesthesia during 


this operation. However, it has been amply dem- 
onstrated that simple inhalation mask anesthesia 


supplies sufficient positive pressure for maintain- 
ing normal cardio-respiratory function in the 


presence of a surgical (open) pneumothorax. 
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muscles here aid in maintaining a closed pleural 
cavity following the operation. The phrenic 
nerve is divided to paralyze the diaphragm. This 
aids in the performance of the operation and 
decreases the size of the space remaining follow- 
ing extirpation of the lung. With the removal of 
the lung the bronchus is closed by interrupted 
sutures with or without transfixion sutures,® and 
buried by closing the mediastinal pleura. Drain- 
age of the pleural cavity is not carried out if a 


postoperative infection of the pleural cavity is 








1. X-ray of chest on admission (12-28-36), Note 


homogeneous density whose outline is not clearly defined 
extending outward from the right hilum. This is char- 


acteristic of atelectasis and pneumonitis resulting from 


bronchial obstruction. 





3, Photograph of patient three and a half weeks 
following removal of right lung. The incision healed 
by primary intention. 





Contamination of the lower trachea and bronchi 


with mouth organisms is also less apt to occur 
than when intratracheal catheter anesthesia is 
employed. 

The operation is usually performed through an 
incision made in the third intercostal space an- 
teriorly. By the use of a rib spreader adequate 


exposure without the resection of ribs is obtained. 


This location provides good visualization of the 
anterior aspect of the hilum of the lung, which 


aids materially in a careful dissection and indi- 
vidual ligation of the blood vessels, Where infec- 
tion following operation is expected, a posterior 
incision is thought to be more advisable since the 





not anticipated, No attempt is made to over- 
distend the remaining lung to partially fill the 
space left by the extirpated lung, Careful asepsis 
is maintained during the division of the bron- 
chus, the mucosa being painted with some anti- 
septic solution when the bronchus is cut across. 
POSTOPERATIVE CARE 

A blood transfusion as a routine will help to 
prevent shock and shorten convalescence. Intra- 
venus or subcutaneous salt solution and glucose 
will maintain an adequate water and mineral 
halance. A sero-hemorrhagic exudate develops 
and gradually fills the pleural space left by the 
lung removed. The air is gradually absorbed and 
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the space markedly diminished in size by the 
elevation of the diaphragm, deviation of the me- 
diastinum toward the side of operation and 
shrinkage of the chest wall. Determination of 
the pressure in this space may indicate that air 
should be aspirated following closure of the chest. 
Jt is usually unnecessary however, to remove 
either air or exudate from this region, 


CASE REPORT 
CC. (166,063) a white male, aged 42, was first seen 
on 12-31-36 complaining of cough, night sweats, and 
hemoptysis of two months duration. He had lost 20 


pounds in weight during the preceding year. The 
patient worked in the lacquer department of a paint 


company. Two months prior to admission he saw a 
doctor because of a severe cough. A diagnosis of 
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vesicular to bronchial in character. A few fine rales 
and many rhonchi were present. Elsewhere the lungs 
were clear. The diaphragm moved normally on either 
side. 

Laboratory examinations: W.B.C., 12,200; R.B.C, 
4.50; Hb., 92. Blood Wassermann and Kahn, negative. 
Urine, normal, Examination of the sputum revealed no 
tubercle bacilli. An x-ray of the chest revealed a 
homogeneous density whose margins were not sharply 
defined extending outward from the right hilum 
(Fig. 1). 

General impression—Carcinoma of the right lung. 

On 1-2-37 a bronchoscopy by Dr. Lindsay revealed 
the opening of the middle lobe bronchus to be slightly 
compressed from before backward. On the wall of 
the main stem bronchus opposite to the opening of the 
middle lobe some granular appearing nodules were seen. 
These were not large, and two pieces were taken for 
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2. Temperature chart showing mild postoperative course following total extirpation of the right lung. 





bronchitis was made and a cough medicine prescribed. 
His cough became worse and he was obliged to quit 
work. When his cough became quite severe and pro- 
longed he would raise some thick sputum and occa- 
sionally some bright red blood. The cough medicine 
was changed but no x-rays were taken, A few weeks 
before admission he began to perspire profusely and 
felt feverish in the afternoon, The temperature was 
found by the physician to be as high as 100° to 101°. 

Physical examination revealed a fairly well-nourished 
male who appeared to be chronically ill, The head, 
neck, abdomen and extremities revealed no abnormal 
findings. His blood pressure was 140/85, pulse 90, and 
his temperature 98°. The chest presented an area of 
decreased resonance in the region of the right middle 
lung lobe. Breathing in this region was broncho- 





biopsy. The lower lobe bronchus was smaller than 
normal but presented no other abnormality. 

Microscopic examination of the tissue removed re- 
vealed atypical proliferation of epithelial cells showing 
mitotic figures. 

Diagnosis: Bronchogenic carcinoma of the right lung. 

Preoperative preparation—The right lung was col- 
lapsed by pneumothorax beginning on 1-9-37. Complete 
collapse was obtained in seven to ten days and continued 
until 1-28-37, Seven refills being given during this 
period. 

Operation—On 1-29-38 a right pneumonectomy was 
performed. Morphine, gms. 0.01 was given preopera- 
tively. Ethylene-oxygen administered by mask was 


the anesthetic used during the entire procedure. An 
incision was made from the right edge of the sternum 
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to the right mid-axillary line over the third interspace 
(Fig. 3). This was carried through the skin and 
subcutaneous tissues, the pectoralis major muscle being 
divided longitudinally in the direction of the fibers, and 
the right pleural cavity was opened through the third 
interspace. The edges of the wound were protected 
by gauze packs saturated with a 1-1000 solution of acro- 
flavin. A rib spreader was inserted and the opening 
increased in size sufficiently to permit adequate exposure 
without the resection of ribs or cartilages. The right 
lung was entirely free from the chest wall with the 
exception of some dense adhesions posteriorly and 
mesially. The phrenic nerve was crushed with a hemo- 
stat in order to paralyze the diaphragm. The hilum 
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by approximating the edges of the mediastinal pleura. 
Closure of the chest wall was accomplished by three 
double strands of number two chromic catgut sutures 
placed about the third and fourth ribs. The intercostal 
muscles and deep muscular tissues were then approxi- 
mated with a continuous suture of zero chromic catgut 
suture. Interrupted sutures of 00 chromic catgut were 
used for the subcutaneous tissue and the skin was 
closed with silk. No drains were placed in the pleural 
cavity. 

The patient’s condition was very satisfactory through- 
out the operation. The blood pressure remained above 
100 and his color and respiration were entirely satis- 
factory. 








4a. X-ray of chest ten days following operation. Note 
fluid and air in right chest with little shift of the 


mediastinal structures. Note subcutaneous emphysema 
beneath right axilla. This was gradually absorbed. 
4b. X-ray of chest three months following operation. 


Note mediastinal shift to the right with narrowing of 
the right intercostal spaces. The air in the right chest 
has been replaced by a sterile exudate. 

5. X-ray of chest 12.5 months following operation. 
Note similarity to Fig. 4b. 





of the lung presented a large gland lying anterior to 
the bronchus in the region of the carina. Another mass, 
the size of one’s thumb, was palpated posterior to the 
bronchus within the lung substance. No definite evi- 
dence of metastases on the surface of the lung or in 
the surrounding tissues was noted. Careful dissection 
of the hilum, mostly within the mediastinum, was 
carried out and the vessels after being dissected free, 
were doubly ligated proximally and a single ligature 
placed distally and divided between. The bronchus 
was then mobilized to the carina and after the applica- 
tion of a lobectomy tourniquet the lung was removed. 
Iodine was used to sterilize the bronchial opening as 
it was cut across. The lumen of the bronchial stump 
was then cauterized with a 35 per cent. solution of 
silver nitrate. Closure was accomplished by interrupted 
zero chromic catgut sutures. The tourniquet was then 
removed, and the first row of sutures was buried by 
inverting the stump with three or four mattress sutures 
of the same material. Several mediastinal glands were 
then dissected free and the mediastinum partially closed 


Postoperative course—The patient had a very un- 
eventful postoperative convalescence (Fig. 2). The 
wound healed by primary intention (Fig. 3) and the 
pleural cavity remained sterile. There was a gradual 
accumulation of a serosanguineous exudate in the right 
pleural space with absorption of the air remaining, 
following the operation (Fig. 4a). The patient received 
a blood transfusion of 500 cc. of citrated blood on the 
second postoperative day. The temperature rose to 
10214° following the transfusion and to 103° the follow- 
ing day, after which it remained below 100 during the 
remainder of the convalescence. There was no dyspnea 
or cyanosis at any time. The patient was allowed 
to get up on the 18th postoperative day and deep x-ray 
therapy was begun on the 8th of March, five weeks 
following operation. A total of 2852 R units were 
given in nine administrations directed over the front 
and back of the mediastinum. He was discharged from 
the hospital on the 48th day following operation and 
was seen thereafter in the out-patient clinic. The vital 
capacity at this time was 1800 cc. At the end of two 
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and one-half months he returned to his work and has 
continued to work six to eight hours a day since that 
time. The air in the right pleural cavity was com- 
pletely absorbed by April 23rd. X-ray examination 
of the chest at that time revealed deviation of the 
mediastinal structures toward the right side with some 
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Entire Lung for Carcinoma of Bronchus, J. A. M. A., 101: 
1371, 1933. 

2. Arkin, Aaron and Wager, David, H.: Primary Carcinoma 
of the Lung, J. A. M. A., 106; 587, 1936. 

3. Overholt, Richard H.: Primary Cadcinoma of the Lung; 


Early Diagnosis and Treatment by Pneumonectomy, New Eng- 
fand Jr. Med., 214: 93, 1936. 





6a. ‘Right lung, mediastinal surface, showing obstruc- 
tion of middle lobe bronchus by tumor. 

6b. Low power microscopic appearance of bronchial 
wall. Note tumor infiltrating parenchyma beneath car- 





tilages and collapse of lung tissue at periphery. High 
power (x1100) magnification reveals typical squamous 
cells in several stages of mitosis. 





elevation of the right diaphragm and definite narrowing 
of the right intercostal spaces (Fig. 4b). The antero- 
posterior dimension of the right chest was much less 
than that of the left. The only symptom at that time 
was some dyspnea on marked exertion. The patient 
has remained in good condition ever since. 

Pathological specimen—Examination of the specimen 
revealed a hard mass measuring 2x3 cm. in the region 
of the right middle lobe bronchial opening. Pressure 
outside of this opening almost occluded the lumen of 
this bronchus (Fig. 6a). Microscopic sections revealed 
a squamous cell carcinoma of the lung (Fig. 6b). 

On examination of the mediastinal glands, the largest 
measured 1%4 cm. in diameter and was almost com- 
pletely replaced by metastases. The others were normal. 
The microscopic appearance of these metastases was 
identical with that of the original tumor. 

A second case of bronchogenic carcinoma of the lung 
was recently explored and the tumor found to be oper- 
able. A total pneumonectomy of the left lung for a 
carcinoma arising in the left primary bronchus of a 
man 58 years of age was performed on 2-21-38. The 
patient made an uneventful recovery following an 
operation similar to the one just described. 


Both patients included in this report are well and reveal no 
evidence of local recurrence or metatases at this time, October 
20, 1938, 21 and 8 months respectively following operation. 
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MILK SICKNESS 


G. Howarp Gowen, M. D. 
Director, Champaign-Urbana Public Health District 


CHAMPAIGN, ILLINOIS 


There is ample evidence that the incidence of 
milk sickness and its confrere “trembles” is in- 
significant today when one makes comparison 
with the ravages inflicted by the disease as 
gleaned from early American history. During 
the past fifteen years only nine scientific articles 
have appeared on this subject, suggesting infre- 
quency of occurrence, but certainly not rarity. 
Since the disease does occur at intervals it must 
of necessity take its place among other public 
health problems. In those districts in which eases 
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are prone to occur there must be alertness on the 
part of physician and health officer since early 
recognition may result in the obviation of fatal- 
ity, and knowledge of the existence of milk sick- 
ness may be conveyed to those who are unaware, 
in order that proper preventive measures might 
be instituted and so lower the potentiality of 
future occurrence. In view of the fact that four 
known outbreaks of this disease occurred in the 
state of. Illinois during the years 1936 and 1937 
with twenty-one cases and two deaths, it was 
thought that a reopening of this subject would 
be pertinent and timely. 

The historical phases of milk sickness have 
been so well covered by the previous articles re- 
ferred to in the accompanying bibliography that 
no reference will be made in this presentation. 
Those who are interested in this aspect of the 
disease are referred to publications by Drake,’ 
Rawlings* and Hansen.* 

Since Drake? first described milk sickness much 
of the mysticism enveloping the cause of the dis- 
ease has been removed. Evidence as accumulated 
by Wolf, Curtis and Kaupp* and Couch** would 
seem to prove conclusively that this pathologic 
condition is due to trematol, one of the toxic 
constituents of white snakeroot (eupatorium ur- 
ticaefolium). This substance is an aromatic 
straw-yellow oily liquid which is insoluble in 
water, acid and alkali, but soluble in common 
organic solvents such as alcohol, ether, chloro- 
form and benzene. Boiling destroys its poisonous 
properties, but temperatures of pasteurization 
have little or no effect. Pasteurization of milk 
therefore has no protective action. Trematol is a 
cumulative poison and therefore the importance 
of early diagnosis cannot be overemphasized. 
While less than the lethal dose may cause only 
slight symptoms, repeated small amounts at in- 
tervals may result in typical poisoning. Couch*® 
has described a test for the detection of trematol. 

Milk sickness in man and “trembles” in do- 
mestic animals are of course identical. Animals 
acquire the disease by eating white snakeroot. 
Man acquires the disease by consuming milk or 
milk products from animals that have been eating 
the plant. It has been thought that man might 
become affected by eating meat from animals 
having this disease. Experiments by Wolf, Cur- 
tis and Kaupp* and by the United States Depart- 
ment of Agriculture’ failed to substantiate this 
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fact. It is probable that the high temperature 
at which meat is ordinarily cooked would serve 
as a protective mechanism against such occur- 
rence. Horses, cattle and sheep are relatively 
susceptible to white snakeroot poisoning. Lac- 
tating animals are less affected than those which 
are not lactating. Milk from such animals, how- 
ever, will serve as an excellent intermediary agent 
of transfer to man. Guinea pigs are susceptible, 
but hogs are highly resistant. Because of the re- 





Fig. 1. Typical wooded area infested with white 
snakeroot in Perry County. 


sistance of the porcine family it is common prac- 
tice to feed hogs with milk from cows known to 
have fed on white snakeroot, pending complete 
elimination of trematol from the cow. 

Trembles appear only in pastured animals— 
usually horses, cattle and sheep. The plant is not 
well liked by these animals, but lack of forage 
due to drouth or overpasturing will result in ani- 
mals utilizing white snakeroot for food. White 
snakeroot grows extensively in woods, swampy 
areas, shady ravines and groves along streams. 
In every outbreak investigated by us the animals 
had been turned into a wooded area due to lack 
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of any other means of nourishment. Figure 1 
shows one such typical area in Perry County, and 
Figure 2 shows the type of pasture land respon- 
sible for the Effingham County outbreak. Figure 
3 shows a sample of snakeroot obtained by us 
during one of our investigations. From this pic- 
ture some of the plant characteristics are seen, 
such as the fact that the leaves are opposite and 





Fig. 2. Typical wood area infested with white snake- 
root in Effingham County. 


each leaf possesses three main ribs or veins. Fig- 
ure 4 shows the unusual height to which the 
plant can grow which is over five feet in this case. 
The fibrous matted condition of the roots is also 
well exemplified in this picture. 

Cases of milk sickness have been reported dur- 
ing the past ten years by Lambert,* Hardin,° 
Milam,’ Knight,’ Richardson,’* Bulger, Smith 
and Steinmeyer,’* Walsh** and Hansen’®. The 
symptoms most commonly described and seem- 
ingly characteristic in order of occurrence were, 
weakness or prostration, pernicious vomiting, se- 
vere constipation and epigastric pain. The tem- 
perature ‘was characteristically normal or sub- 
normal. ‘Muscular pains were common. There 
was marked thirst, the urine was scanty, fre- 
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quently showing acetone, and the breath had a 
distinct acetone odor. Flushed cheeks and undue 





i 
Fig. 3. Sample of snakeroot obtained during one of 
our investigations. 


redness of lips and tongue were not infrequent. 
Swelling of the tongue was commonly experi- 





Fig. 4. Sample of snakeroot showing unusual height 
of plant and typical fibrous matted condition of roots. 


enced by the patient. In fatal cases, coma and 
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convulsions preceded death. In recovered cases, glasses of milk per day and used excessive 
weakness persisted for. days, weeks or even amounts of butter. In one family the mother 
months depending upon the initial severity of was the only one to escape illness, and in her case 
the illness. A rather constant symptom noted by no milk or cream was consumed and very little 
patients was trembling or even prostration on ex- butter. We call attention to the presence of 
ertion. Cases, seemingly recovered, might re- |. symptoms in the domestic animals because in 
lapse if undue physical exertion was prac- every instance such symptoms had been noted 
ticed too soon. It can be seen that the symp- for a varying period before the family was 
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toms in our,series of cases are in accord with affected, and not uncommonly there had been 
those experienced by others. In our tabulation actual loss of livestock. We call attention to the 
we have called attention to facts other than symp- presence of white snakeroot because we feel that 
tomatology because of their pertinent nature. identification of the plant is an important ad- 
There was evidently a direct relationship between junct to diagnosis of the disease. A triumvirate 
the quantity of milk or milk products consumed of characteristic symptoms in humans, history of 
and the severity of the disease. In every case a symptoms in animals or loss of livestock, plus 
heavy intake of milk, cream or butter resulted in identification of white snakeroot in the pasture 
exaggerated symptoms. The mild cases drank area should prove conclusively that the illness 
but little milk or buttermilk. The severe cases was one of milk sickness. The Couch test* for 
drank large amounts of milk and cream or ate trematol has not proved of value to us in testing 
large quaritities of butter. The most serious for its presence in milk from cows presumably 
cases in our experience were the heavy butter~—responsible for the outbreaks. This should in no 
eaters. The two fatal cases drank about six way be considered as invalidating the test, be- 
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cause by the time the tests were made too much 
elimination may have occurred to leave sufficient 
residue which would have given a positive reac- 
tion. 

In considering the treatment of milk sickness 


‘much basis exists for modern therapeusis if one 


considers the chemistry of the intoxication as 
pointed out by Hardin,® namely: “The poison 
counteracts the ability of the organism to change 
ihe glycogen stored in the liver to glucose or 
neutralizes insulin, more probably the former. 
When glucose is given intravenously, this over- 
comes the shortage of available glucose or over- 
comes the and hyperlipemia, 
thereby helping to overcome temporarily the 
effects of trematol.” In general, treatment con- 
sists of saline purgation, fluids, alkalies by mouth, 
glucose intravenously and enemata. The old 
remedy of brandy and honey finds some basis in 
the statement of Hardin® who says: “The ad- 
ministration of alcohol causes an ester of trematol 
to be formed which is less toxic. If the patient 
becomes overheated before the ester is excreted, a 
hydrolysis of the ester occurs, liberating the 
poison.” Emphasis should also be placed on the 


hypoglycemia 


convalescent not performing strenuous physical 
labor too soon. Relapse is not uncommon fol- 
lowing too early return to fatiguing occupation. 

Just as in many other diseases prevention 
would seem to be the most logical solution to the 
problem. Basically, first consideration must be 
given to eradication of the weed. Since white 
snakeroot is perennial, mere cutting is of no 
avail. In small areas with limited infestation 
the plant should be pulled in August or Septem- 


ber when the plants are in bloom, and repeated. 


in October. The plants should then be allowed 
to dry and subsequently be burned to destroy the 
seeds. In large heavily infested pastures where 
pulling is impractical, the stock should be moved 
to satisfactory grazing areas from July first to 
December first. Milk should not be used from 
cows pastured in suspected areas, or rather milk 
cows should not be pastured in such areas. It 
should be borne in mind that trematol may be 
transmitted through the milk of cows which have 
been grazing on white snakeroot and which do 
not show any symptoms of trembles. Therefore, 
utilizing the appearance of symptoms in animals 
as an indicator of when to cease employing milk 
for human consumption would obviously be im- 
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practical. As has previously been stated, pas- 
teurization of milk does not protect against trem- 
bles, because the toxie principle is resistant to 
temperatures lower than boiling. All cases ob- 
served by us and studied by us in the literature 
occurred in families producing and utilizing their 
own dairy products and not among families in 
communities dependent upon local dairies for 
milk supply. This would suggest, and is in ac- 
cord with previous observations, that there is 
little if any danger to communities having large 
milk consumption, if milk containing trematol 
should reach the distributors, because the dilu- 
tion factor would keep the per capita intake of 
this substance far below the toxic threshold. 
SUMMARY 


A review of the literature and salient features 
of milk sickness or “trembles” has been pre- 
sented. The clinical and public health aspects of 
twenty-one cases which occurred in Illinois dur- 
ing the years 1936 and 1937 have been discussed. 
The four outbreaks studied occurred in rural 
areas in Perry, Shelby, Wabash and Effingham 
Counties. Of the twenty-one cases two termi- 
nated with fatality. While the disease is not 
common, nevertheless cases occur with sufficient 
frequency to warrant alertness on the part of 
physicians and health officials in districts known 
to be infested with white snakeroot. 
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DISCUSSION 
Dr. J. S. Templeton, Pinckneyville: I want to con- 
gratulate Doctor Gowen for his very complete presen- 
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tation of the incidence, cause, symptoms and results 
of the disease known as milk-sickness. 

Though I was born, grew up and practiced many 
years in milk sick territory and treated milk sick 
patients, there is little left for me to say about them. 

In my youth we knew much of the symptoms of the 
disease and knew that it was contracted by drinking 
milk from cows that pastured in certain areas of Perry 
County; we knew that milk from cattle that run at 
large was more dangerous in dry weather. We did 
not know that it was from snakeroot or any other weed. 

The patients I treated all had a strong acetone odor 
and among the older citizens of our community some 
claimed to be able to make a diagnosis of milk sickness 
in either man or beast by the odor of their breath. 
Then again some would vigorously exercise animals to 
ascertain if they had the trembles, a positive symptom. 

As Dr. Gowen has said, wet seasons are not dan- 
gerous but in Perry County it is often so dry in May 
and June stock have become infected. I have known 
several persons to die of this disease in early summer. 
It is well known in our milk sick areas that cattle, 
sheep or horses should not be turned on pastures con- 
taining unbroken wooded land. Once cultivated our 
pastures have proven safe. 

The prevailing opinion is that the disease is not 
transmitted by the eating of meat. Buzzards, dogs and 
wild life devour the carcasses of animals dying of milk 
sickness and do not suffer. I have seen flocks of buz- 
zards swarming over milk sick areas during dry fall 
seasons before Illinois had stock laws and the woods 
and creek bottoms pastured many cattle and sheep. 

Compelling every man to pasture his stock on his 
own farm did much to check the milk sickness. He 
would not fence a wooded area for pasture if he sus- 
pected it might have Virginia snakeroot. 

Prevention is without doubt the best solution; culti- 
vation of all suspected areas is in my opinion the only 
sure way of making sure of prevention. We all forget 
and there will be an occasional return until all snake- 
root of the poisonous type is eradicated. 

The treatment of milk sickness has been well covered 
by Dr. Gowen. Many years ago whiskey was freely 
used but a mistake was made in limiting the water 
intake. Because animals would get to water if possible 
and die near a stream or pond it was concluded that 
water was detrimental and hence was withheld. All of 
the patients observed by me were dehyrated and only 
by intravenous feedings of glucose were we able to 
relieve many of them. Sick and painful stomachs 
prevented ordinary feeding and the glucose given intra- 
venously furnished both food and water. Alkalies by 
mouth were conforting if retained. Mineral oil, if 
retained, gave some relief for the constipation but fre- 
quent enemata was more reliable. One patient that 
died had a large liver and spleen. Those who died 
from acute effects of the poison usually had con- 
vulsions. 

Neither Dr. Gowen nor I can paint a real picture 
of a family with from two to five suffering at one time 
with milk sickness. We can only tell you that it is 
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heart-rending and while modern therapeutics and medi- 
cal science are of unspeakable help, much of the horrors 
of this loathsome disease have been present in our 
recent experience with it. Let us put forth every effort 
to extinguish it entirely. 





SOME PRACTICAL SUGGESTIONS IN 
THE CONTROL OF VENEREAL 
DISEASES 


A. J. Levy, M. D.; Dr. P. H. 


Assistant Epidemiologist, Illinois State Department of Public 
Health 


CHICAGO 


A great deal has been written on the subject of 
syphilis control, but the majority of the articles 
have been of a general rather than a specific na- 
ture. 

This paper will deal with a discussion of the 
problems frequently encountered by field workers 
and investigators, and will attempt to offer some 
practical suggestions for their solution. Though 
some of the ideas presented may not be entirely 
new, it is hoped that reiteration and emphasis 
may bring about a new interest in the coordina- 
tion of all forces engaged in the control of syph- 
ilis. 

The major points to be stressed in this paper 
are: 

1. Dissemination of specific information. 

2. Methods of tracing contacts and sources of 
infection. 

3. The control of unauthorized agencies for 
medical advice. 

4, The teaching of prophylaxis. 

1. Dissemination of Specific Information. 
The first and most important step in the control 
of venereal diseases is an extensive campaign of 
health information. This campaign should be 
limited not only to adults who have already had 
sex experience, but should begin with the youth 
in the upper grades of grammar schools and 
should continue into the high schools, colleges, 
universities and youth organizations. Bureaus 
of information should be set up in every com- 
munity to disseminate knowledge among the laity. 

An efficient control program of any communi- 
cable disease, and particularly of a venereal dis- 
ease, requires the cooperation of every individual 
in the community. Such cooperation may best 
be procured by an intensive program of public 


Read before Section on Medicine of Illinois State Medical 
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health. The laity should be informed of the var- 
ious measures employed by local health authori- 
ties in the control of infectious diseases. The 
public should be made to understand that the 
control of infectious diseases aims at restoring 
health to the affected individual and protecting 
the well from becoming infected. If such 
knowledge is sufficiently impressed upon the pub- 
lic mind there will be few non-cooperative 
individuals. 

The war on venereal diseases must be carried 
on simultaneously and persistently in all sections 
of the community. No quarter or organization 
should be left untouched. In a campaign of this 
kind, all medical, public health and nursing 
forces should be mobilized. In fact, to develop 
the right attitude toward venereal disease and to 
disseminate the proper information, all leaders of 
the community must be drafted into service. So 
only will the scourge of syphilis eventually be 
eradicated. 

The light of scientific inquiry and public in- 
terest now being focused on the investigation of 
venereal diseases are helping to remove the fear 
and stigma previously associated with the mere 
mention of the disease. But it is just a begin- 
ning. The public must be constantly impressed 
with the fact that venereal disease like any other 
infectious disease, is not a disgrace, nor neces- 
sarily a sign of immorality. As soon as the feel- 
ing of sensitiveness and fear is dispelled the bar- 
rier of fearfulness that stands between the patient 
and the physician will disappear. Public health 
education which has succeeded in removing the 
sensitiveness formerly associated with the con- 
traction of tuberculosis can do the same with 
venereal diseases. 

Many people are under the impression that 
when they consult a physician for the treatment 
of a venereal disease, their names and addresses 
are immediately reported to the local health au- 
thorities, making their disease publicly known. 
The fear that he may be reported to his employer 
with subsequent loss of position has kept many 
an infected person from securing the necessary 
medical treatment. These erroneous notions 
should be corrected at the outset. The public 
must be assured that names and addresses are 
required by the physician, only for his private 
medical records, and, like all other confidences 
entrusted to a physician, are not revealed. Fur- 
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thermore, when a doctor reports a case to the 
Health Department he does so only by a key 
number, without disclosing the patient’s iden- 
tity in any way. It is only when the patient does 
not protect himself and others by continuing 
treatment until discharged that the physician 
feels called upon to report the case by name. 
This act is not done maliciouly but to protect 
both the patient and society. Even in change 
of physician the name of the patient need not 
be reported to the health authorities if the former 
doctor communicates with the new one. 

It cannot be stressed too often that venereal 
diseases are curable, provided the patient gets 
the proper medical attention early enough and 
follows it up persistently until discharged. Nor 
can it be emphasized too strongly that the pa- 
tient who is infected with a venereal disease and 
takes regular treatment is much less of a menace, 
from the social and economic point of view, than 
one who tries to conceal his condition. It would 
be well for the public to know that from eight 
to ten injections of neo-arsphenamine may render 
a patient temporarily non-infectious. 

2. Methods of Tracing Contacts and Sources 
of Infection. From an epidemiologic point of 
view any campaign for the control of infectious 
diseases is doomed to failure unless every in- 
fection is carefully traced to its original source, 
and all contacts are put under observation. It 
is a well-known fact, that tracing a source of 
infection is one of the most difficult and distaste- 
ful phases of venereal disease control. Almost 
every patient feels that the manner in which 
he contracted his infection is his own personal 
affair, and he resents being quizzed about it. 
Frequently, a doctor, upon inquiring about the 
source of infection antagonizes the patient. “I 
came here to be treated, not to be cross-exam- 
ined,” is often the answer. As a result the 
patient may never return for subsequent treat- 
ments. 

The first step in overcoming this resentful 
attitude is to gain the patient’s confidence. This 
must be done gradually and sympathetically. It 
might be well to begin by discussing casually the 
subject of infectious diseases in general, leading 
up to the consequences of the disease, not only to 
the patient, but to those near and dear to him. 
After the physician has won the confidence and 
co-operation of the patient, he may begin to 
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approach him about his source of infection and 
contacts. It is true that such efforts on the part 
of the physician may consume a great deal of 
time at the beginning. However, in the end 
they will be worth while, for the physician will 
feel that not only has he secured a regular 
patient, but that he has done something toward 
the control of venereal diseases. 

To reiterate: the best way to win the patient’s 
confidence is to reassure him that neither will his 
identity be revealed, nor that of his source of 
infection or contacts; that the investigation is 
primarily to aid those affected and to prevent 
communicating the infection to others, for ve- 
nereal diseases form an endless chain if not 
checked at the source. 

If the source of infection or contacts are 
brought in by the patient for observation and 
treatment the physician will not need to submit 
names and addresses in his report. They will 
merely be referred to by number. However, if 
they are already receiving treatment elsewhere 
their key number may be obtained from the physi- 
cian or clinic. Only in case of refusal to submit 
to examination and treatment will the physician 
be justified in reporting names to the Health 
Department. 

An epidemiologic answer of “unknown” for a 
source of infection in an acute case of gonorrhea, 
primary or secondary syphilis, should not be ac- 
cepted. It is true that many cases of clandestine 
relationships known as “pick-ups” occur. How- 
ever, the majority of these have special hotel 
apartments in various sections of the city, or even 
maintain special automobiles or taxis for this 
service. Very frequently a tavern owner knows 
the girls who frequent his establishment. The 
tracing of a course of infection should be ex- 
tended into suburban sections, for a considerable 
number of patients contract their infections from 
road houses on the outskirts of the city. If we 
follow up every new case, in the primary, sec- 
ondary, or latent stages, we are bound to succeed 
in locating the majority of the sources of infec- 
tion and contacts. The social service worker can 
often render a great deal of assistance in this 
direction. 

A well-organized interurban and interstate sys- 
tem for tracing contacts and sources of infection 
will render an invaluable service in the control 


of venereal disease provided that such service is 
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extended to the private physician. Such an or- 
ganization may function on a reciprocity basis 
and form a part of the social service system of 
each locality. 

A rehabilitation program for girls who have 
been diverted into prostitution as a means of 
earning a livelihood brings up another significant 
phase in the control of venereal disease, that has, 
until now, been shamefully neglected. These 
girls from the standpoint of society, are sociall:, 
economically and morally crippled, and should 
receive the same consideration shown the handi- 
capped and unfortunates in other walks of life. 

3. The Control of Unauthorized Agencies for 
Medical Advice. In our nationwide campaign 
for cooperation, we have solicited thousands of 
physicians. Unfortunately, however, we have lost 
sight of the many unauthorized agencies that do 
not report cases, but which prescribe medication 
and give treatment without knowledge or diag- 
nosis of the infection. 

Listed among this group are druggists, chiro- 
practors, midwives, drugless healers and others. 
The neighborhood drug stores which dispense 
medication promiscuously constitute a public 
menace of the first degree. Their treatment 
usually consists of some kind of patent medicine 
having a mercurial base. This topical treatment 
gives a false sense of security, because once the 
lesion is healed the patient forgets all about it 
and gives no second thought to his grave condi- 
tion. Years later, when the patient consults a 
physician for some other ailment the residual 

Jearmarks of the venereal disease may be discov- 
ered, but by this time irrevocable harm has been 
done. 

The seriousness of the situation may be judged 
from the recent survey of syphilis in Chicago, 
made by the United States Public Health Serv- 
ice, the Illinois State Health Department and the 
Chicago Board of Health.t| This report shows 
that 16% of infected individuals with primary 
lesions of syphilis consulted a physician, whereas 
84%, an overwhelming majority, appeared for 
treatment only in the latent and late stages of 
the disease. 

According to the rules and regulations of the 
State Health Department not only must physi- 
cians report venereal diseases, but, to quote, “the 
drugless healer, nurse, attendant, druggist, phar- 


macist, laboratory worker, dentist, superintendent 
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of hospitals, etc.” It is probable that very few 
people know that the Health Law includes so 
many different groups who are responsible for 
reporting venereal diseases. The Health Depart- 
ment should rigidly enforce this regulation and 
publicize the fact that all these agencies are re- 
sporsible for the reporting of venereal diseases. 

Attempts at complete venereal disease control 
must also include the cooperation of other allied 
groups, particularly dentists, who see a number of 
primary and secondary lesions in the oral cavity. 
Though only a physician can make a definite 
diagnosis through clinical manifestations and 
laboratory tests, the other agencies can report 
their names to the Health Department as “sus- 
pects” and advise them to go to a physician or a 
clinic. 

4, Prophylactic Advice. In case of suspected 
diphtheria, or rabies, we do not stop to deliberate 
very long, but act immediately to protect the ex- 
posed individual. Withholding such prophylactic 
measures would be considered a crime. We should 
take the same attitude in venereal diseases if we 
expect to eradicate them and prevent suffering 
and economic loss both to the individual and the 
public. 

No one can deny the great value of prophylaxis 
in any program of communicable disease control, 
and particularly in venereal diseases. E. D, Bar- 
ringer® and others are opposed to the giving of 
practical information on prophylaxis in venereal 
diseases because they fear an increase in prom- 
iscuous intercourse with all its consequences. 
However, others, like J. F. Mahoney,’ surgeon of 
the U. S. P. H. S., are firmly convinced that 
prophylaxis should be made the pivot of venereal 
disease control. In his discussion on the evalua- 
tion of the various prophylactic procedures, Ma- 
honey says, “The study of prophylaxis was 
originally prompted by the firm conviction that 
it will eventually play an important role in the 
control of syphilis.” 

Prophylactic means have proven to be of con- 
siderable value in the army and navy here and 
abroad. The latest reports on venereal disease 
among the Italian troops in Ethiopia disclosed 
the fact that prophylaxis was very effective. 

In the army the individual is required to sub- 
mit for treatment immediately after exposure or 
not more than eight hours later. 

Attempts to apply the army method in ciy- 
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ilian life have not been successful, first, because 
the local health authorities have no power to 
enforce rigid military supervision over civilians ; 
second, because it would be too costly to maintain 
supervised prophylactic stations with day and 
night service; third, because the army procedure 
does not include provision for “female” prophy- 
Jaxis which is of major importance in civilian life. 

Although we do not, as yet, possess an efficient 
rapid method of prophylaxis in civil life, it is 
suggested that until a better system is evolved 
the modified army and navy method be utilized, 
as advocated by the cooperative groups on spyhilis 
headed by E. Moore.* 

It is not sufficient merely to teach or demon- 
strate prophylaxis or just to dispense packets. 
Experience in the proper application of the va- 
rious drugs and a knowledge of their use is of 
paramount importance. Nor is it wise to wait 
for the giving of instruction until one has been 
exposed to the disease. Every youth past the age 
of seventeen should be taught how to apply the 
various prophylactic measures, so that should he 
need them he will know how to use them. 

The negro youth is in special need of such 
instruction because of the great prevalence of 
promiscuous intercourse among them. In a study 
made by Usilton, Hunter, etc.,’ it was disclosed 
that syphilis is eight and one-half times as preva- 
lent among the negro population as among the 
white. Therefore, this program should begin 
with the negro youth, through the N. Y. A., and 
other negro youth clubs. 

The following is a suggestion for practical 
prophylaxis: prior to the teaching of prophylaxis 
it is advisable to give a simple explanation on the 
anatomy and physiology of the sex organs, stress- 
ing their significance in human reproduction and 
the necessity for keeping them free from venereal 
diseases. The dangers of promiscuous intercourse 
should be pointed out with emphasis on the 
avoidance of promiscuity as the safest course. 

The next step should be instruction in the use 
of the drugs as soon as possible after exposure. 
Each person should be put through a regular drill 
just as if he had been exposed. Each one going 
through the drill should possess his own packet. 
No harm will result from the use of the drugs 
if everything is sterile. The drill should be 
supervised by a trained person, a physician, nurse 


or experienced orderly. The number of drills 
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necessary will depend upon the skill and intelli- 


gence of the participant. Some have been known 
to master the method in three drills. All partici- 
pants should be cautioned against application of 
the drugs while under the influence of liquor. 
Instruction can be given by the physician to a 
single patient or presented before a group at a 
clinte or dispensary, but the practical drill should 
be done individually and in privacy. 

Every general practitioner, whether in the 
small town or the big city, should be prepared 
to give instructions both on sex hygiene and 
on the practical prophylactic drills, 

When prophylaxis is practiced intelligently 
among our youth it will considerably reduce the 


morbidity from venereal diseases. 


SUMMARY 


1, Specitic information conveyed to the pub- 


\ic concerning venereal disease control should aim 
at: 

(a) Dispelling ignorance and timidity, and 

(b). Acquainting the public with the signifi- 
cance of the methods used by the health authori- 
ties for the control of venereal diseases, for the 
protection of the patient and the public. 

2. Tactful methods employed by physician 
and investigators help considerably in eliciting 
the patient’s cooperation for disclosing contacts 
and sources of infection. T'o gain the confidence 
of the patient it is necessary to: 

(a) Correct his attitude toward venereal dis- 
C4508, 


(b) Assure him that no harm will come to his 


contacts or suspected sources of infection. 


(c) Inform him that all information will be 
kept confidential. 

3. The creation of an interurban and inter- 
state system of tracing sources of infection and 
contacts will facilitate the control of venereal 
diseases. 


4, Druggists, pharmacists and dentists should 


be solicited and informed of the state regula- 
tions relative to reporting cases that come to their 
attention. 

§. Teaching of practical prophylaxis should 
be preceded by a brief course of instruction in 
the anatomy and physiology of the sex organs 


and their significance for healthy progeny. The 


course of drills to follow should be given with the 


actual drugs as if the participant had been ex- 


posed. A practical knowledge of using prophy- 
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lactic drugs properly will help to lower the mor- 
bidity considerably. 
6. Every general practitioner should be pre- 


pared to give and teach the correct application of 
prophylaxis. 


4000 Washington Blvd. 
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AMAUROTIC FAMILY IDLOCY 
(JUVENILE FORM) 


With a Report of Two Cases Occuring in the 


Same Family. 


H. B. FirzJerretr, M. D. 
and 
B. B. Neucuiturr, M. D. 
DIXON, ILLINOIS 


Two additional cases of amaurotic family idiocy (juvenile 


form) are to be presented, with the associated postmortem find- 


ings in one case. Etiology, symptomatology and pathology are 


to be discussed, 


Amaurotic family idiocy (juvenile form), also 
known as aplasia axialis extracorticalis congenita, 
and Voft-Spielmeyer form of amanurotic family 
idiocy, is a constitutional, congenital and familial 
disease, characterized anatomically by degenera- 
tion of the ganglion cells of the retina and their 
processes which form the optic nerve, and by an 
abiotrophy of the entire central nervous system 3 
and, clinically, it is manifested by an impairment 
of vision eventually ending in blindness and 
arrest of mental development, gradually passing 
into dementia, and by progressive enfeeblement. 

This condition is a well-defined pathological 
and clinical entity, differing from the infantile 
form of amaurotic family idiocy (Tay-Sachs dis- 
ease) in several respects, viz: it is not confined 
to the Hebrew race, its onset is delayed until the 


sixth or eighth year of life, and, retinal changes 


are unlike those found in Tay-Sachs disease. 


The disease is found amongst races throughout 
the world. Salki and Maeda? report a case oc- 


curring in a Japanese child. Buchanan, in a 





Read before Physicians Association, Department of Public 
Welfare, State of Illinois, at Meeting of Illinois State Medical 


Society, May 17, 1938, at Springfield. 
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personal observation, finds it more common in the 
peoples who come from the Baltic region, 


SYMPTOMATOLOGY 


The onset is insidious, occuring at the age of 
five to eight years. More than one child is usnally 
affected in most families and, oftentimes, those of 
the same sex. There appears to be a marked 
uniformity in the clinical picture of these cases. 


The child is usually born of healthy parents and 


is healthy himself. Disturbances in vision are 
generally the first symptoms. The ophthalmo- 
scopic findings are quite specific—the retinal 
arteries appear narrow, and the optic disc assumes 
a yellowish-gray color, At Srst retinal pigmenta- 


tion is absent. Later, the atrophy extends into 


the periphery of the retina, producing a streaky 


white appearance associated with deposits of fine 


granules of pigment. ‘T'he visual disturbances 
run a fairly rapid course, leading to reduction of 
vision to mere light perception, and to total blind- 
ness within one to three years, At first the pupils 
react normally to light, but with the development 
of amaurosis fixation of the pupils occurs; often- 
times, in the later stages, a posterior cortical 
cataract develops. About two years after the 
onset the patient experiences his first series of 
convulsive seizures, simulating grand mal attacks 
of epilepsy. These “spells” recur ab variable in- 
tervals and are of variable severity, persisting 
throughout the remainder of his lite. Psychic 
disturbances present themselves at this time. The 
patient becomes irritable, sensitive, “high-strung” 
and emotionally unstable. Speech becomes stam- 


mering, and is associated with defective articula- 
tion and a tendency toward repetition of words 
or syllables. 

The arrest of mental development gradually 
passes into dementia. The patient’s memory, as 
well as his judgment, is impaired. He cannot 


remember anything that was taught him. His 


powers of concentration are lost. He becomes 
more irritable, and more emotionally unstable, 
erying or laughing impulsively. His speech be- 
comes monotonous, his vocabulary reduced to a 
few words, and his articulation becomes more 
defective, At this time associated extra-pyra- 
midal symptoms develop which have been un- 


usually well described by Sjovall and Ericsson, 


to-wit: “There is a progressive tendency to a 


rigid carriage of the body and a motorial, crouch- 
ing position, a reduction or loss of the normal 


H. B. FITZJERRELL 


457 





associated movements, a deficiency in and a slow- 
ness of bodily movements, a disturbance in gait; 
hypertonia of a predominant rigid type. In the 
later stages there occurs a disturbance of balance 
suggestive of cerebellar ataxia which should 
indicate an effect of the cerebellum. The final 
stage is marked by extreme mental degeneration ; 
the patient lies in a state of apathy and is incap- 
able of performing the simplest act; is extremely 


marantic; and an extremely prostrate position of 


the body, advanced hypotonia, and an oily counte- 
nance continually indicate the characteristic 


presence of neurological symptoms.” 

G. B. Hassin* speaks of such condition as 
decerebrate rigidity and states that it occurs in 
amaurotic family idiocy more frequently than in 


any other organic brain lesion, and should there- 


fore suggest this morbid condition in obscure 


cerebral lesions. 

The final stage of the disease is marked by a 
state of apathy with marked muscular wasting. 
Contractures may develop. Tendon reflexes may 
be hyperactive ; Babinski’s sign is usually present, 
Athetoid movements of the hands and feet may 
occur, The patient is completely invalidated and 
demented. 

ETIOLOGY 

The etiology and pathogenesis of this disease is 
not definitely known. A controversy exists as to 
whether the main etiological factor is 4 primary 
disorder of lipoid metabolism or a neuronal de- 
generative process. 

Sachs® describes the disease as a state of 
“arrested cerebral development” with an asso- 
ciated anlage, He believe that the afflicted chil- 
dren are born with a central nervous system so 


inadequate to meet the demands that the cells, 


after performing their function for a few years, 
undergo complete degeneration. 

The geneticists, likewise, believe that the dis- 
ease is determined by a single recessive gene sub- 
stitution. 

Conversely, Kingdom and Hirsch® state that 
the mecharism of development of amaurotic fam- 
ily idiocy is not genetic but that the disease is 
acquired; degenerative changes developing as a 
consequence of some toxic agent. 

There still exists a difference of opinion as to 
whether the condition is a mesodermic disease or 
an ectodermic disease. 


As does Bielchowsky,’ we believe that the con- 
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dition is a mesodermic disease, which, as a meta- 
bolic disorder, affects the reticulo-endothelial 
system. 

Other investigators beside Bielchowsky (Speil- 
mayer, Kufs, Sachs, et al.) have concluded that 
amaurotic family idiocy is nothing more than a 
partial manifestation of a generalized )ipoid his- 
tiocytosis, such as Niemann-Picks disease (a meso- 
dermic disease, affecting the reticulo-endothelial 
system). On the other hand, Schaffer* insists 
that amaurotic family idiocy and generalized 
lipoid histiocytosis are not produced by the same 
factor. He maintains that amaurotic family 
idiocy is an endogenous entodermal disease with 
a weakness of this particular layer, while Nie- 
mann-Picks disease is an endogenous mesodermal 
disease. 

The pathology is limited to the central nervous 
system, yet no part of the central nervous system 
ultimately escapes, so that the cerebrum, the cere- 
bellum, the spinal cord, and even the spinal 
ganglia are affected. The ganglion cells of the 
retina and their processes which form the optic 
nerve are degenerated as a part of the general 
involvement of the central nervous system. The 
result is a progressive atrophy of the optic disc 
and amaurosis—a pathognomy of this disease. 

Greenfield and Holmes? state that the retinal 
lesions found in the juvenile form are of the same 
nature as that of the infantile form, and that the 
difference in the ophthalmoscopic picture is due 
to the fact that the degenerative process is con- 
fined to the ganglion cells of the retina of the 
infantile form, while in the juvenile form the 
rods and cones are involved, as well as the gan- 
glion cells. 

Richter and Parmalee’® say the histologic 
changes in the juvenile form are essentially the 
same as in the infantile form except that the 
alterations in the central nervous system are, on 
the whole, less profound and are greater in some 
localities than in others, the intracellular deposits 
stain with searlet-red, and there is no huge swell- 
ing of the dendrites. These same authors claim 
that there is a marked involvement of the white 
matter of the brain and cord in amaurotic family 
idiocy, as a result of an excessive production 
of neuroglia which interferes with the production 
and maintenance of myelin. However, this ob- 


servation is not in accord either with the post- 
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mortem findings in our case or with those of 
other observers. 
f DIAGNOSIS 

The diagnosis of this condition rests upon the 
history of other similar cases occurring in the 
same family, with a gradual onset between the 
ages of five and eight years, the ophthalmoscopic 
signs, the convulsions and the progressive mental 
and muscular enfeeblement followed by dementia. 

The disease is invariably fatal, death usually 
resulting from status epilepticus or from some 
intercurrent infection. 


CASE REPORTS 

Family History (same for both cases). Father is an 
American, in good health, does not use drugs or alcohol. 
Mother is an American, in good health, had no mis- 
carriages, does not use drugs or alcohol; has delusions, 
especially at night. There is no history of epilepsy, 
insanity, feeblemindedness, alcoholism, or cancer in the 
family, 

CASE 1 


The patient (S. H. Jr.) was admitted to the 
Dixon State Hospital from the Cook County Court 
on August 15, 1930; committed feebleminded. Personal 
history revealed that the patient was normal during 
infancy and childhood. He began school at the age of 
five. At the age of seven years his eyesight began to 
fail. He attended Jacksonvile School for the Blind 
from 1928 to 1930 where he was taught to read Braille. 
He was studied clinically at the Northwestern Uni- 
versity Medical Clinic by a senior member of their staff. 
At some time during the course of the disease 
Schilder’s disease was diagnosed, but detailed clinical 
data were not available. (This diagnosis remained 
attached to the child’s condition until his demise. It 
was the postmortem findings which definitely established 
the true diagnosis). At the age of ten years the patient 
began to deteriorate mentally, at which time he was 
committed to this institution. The psychometric exami- 
nation at the time of his admission gave the following 
summary of findings: 

“Patient is blind; there is nystagmus present. He 
slurs his words, is quite talkative, can read Braille a 
little, can write a little. Chronological age, ten years 
eight months; mental age, eight years six months; I. Q.; 
.80, which in the opinion of the examiner is too high.” 
(Date of examination 9-3-30), 

At this time his physical condition was reported 
as being good. 

A second psychometric examination was given on 
December 14, 1931, the summary of which was as 
follows : 

“Patient seemed willing to cooperate, but his speech 
was difficult to understand, being rapid, jumbled, slurred 
and incohetent. Patient seems psychotic. Compre- 
hension, as well as orientation was poor. Validity of 
rating is doubtful. Chronological age, eleven years 
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eleven months ; mental age, six years six months; I. Q., 
See 

The patient was deteriorating to the grade of an 
idiot. 

A summary of the progress notes of the patient 
shows that he had developed delusions of persecution 
and lost his habits of tidiness within nine months after 
his admission to the institution. At the end of the 
first year mental deterioration was noticeable. By the 
second year his speech became unintelligible, he cried 
continuously, lost the ability to feed himself and de- 
veloped paranoid ideas. After the third year he seemed 
to have lost the power of speech, had a short steppage 
gait, and could walk only with assistance. He appeared 
to have lost his sense of equilibrium completely. The 
fourth year found the patient entirely unable to walk. 
Both legs were very spastic. When held in an erect 
position, supported by a person on either side, he would 
slide across the floor as if he were on ice (decerebrate 
rigidity). During this same year the patient had his 
first convulsive seizure, (since this convulsion the pa- 
tient had nineteen more seizures before his expira- 
tion). He showed a gradual physical deterioration, 
losing weight and becoming very weak. He had even 
lost control of his sphincters. On October 2, 1935, 
he expired, in a demented and marasmic condition. 

At autopsy no diseased condition was found except 
in the brain. The dura was adherent, as seen on 
sagittal section. There was evidence of an old scar 
in the sagittal line over the occipitoparietal region. The 
brain was very friable. A whitish, gelatinous, semi- 
purulent substance covered the brain. The weight of 
the brain was 990 grams. Scars were present along 
the mid-line of the upper part of the cerebellum. 

The brain was sent to the Research and Educational 
Hospital, Chicago, where a pathologic study of this 
organ was made by R. P. Mackay, neurohistologist, 
who found it to be normal in its gross appearance 
though greatly distorted. The meninges, basilar vessels 
and convolutions were normal, and no abnormality was 
observed upon section. 

Microscopic appearance showed the chief pathological 
changes to be restricted to the ganglion cells, which 
showed severe damage in the cortex, basal ganglia, the 
nuclei of the brain stem, the cerebellar nuclei and the 
anterior horn cells. There was a swelling and balloon- 
ing-out of the cytoplasm which had a foam-like appear- 
ance. The nuclei of the cytoplasm were displaced to 
the periphery of the cells. Scarlet-red stains indicated 
the presence of fat droplets in many cells. Intracellular 
fibrillae were destroyed. There was no compensatory 
glia reaction. 

The pathologist's diagnosis was “amaurotic family 
idiocy, juvenile type.” 


CASE 2 


D. H., male born April 25, 1928, third in order of 
birth; full. term; labor normal. No peculiarities noticed 
at birth. General health during infancy and childhood 


was good except for nervousness. He entered school 
at the age of six years but stopped in the first grade; 
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his progress was slow but his behavior and interest 
were good. When first examined at the Children’s 


Memorial Hospital in Chicago, on December 31, 1935, 


his symptoms were loss of vision of one year’s dura- 
tion, and loss of weight, with no behavior difficulties. 
Examination of the eye-grounds revealed a mild degree 
of optic atrophy, narrowed retinal vessels, and an ab- 
sence of normal pigmented areas. It was the neurol- 
ogist’s impression that the child’s condition was due to 
spastic quadriplegia with primary optic atrophy. <A 
diagnosis of amaurotic family idiocy, juvenile type, 
was made. 

The patient was admitted to the Dixon State Hospital 


on September 10, 1937, at the age of nine: years four 
months. A special questionnaire was sent to the parents 


who furnished us with the following information: 

The first symptom was defective vision. Ordinary 
glasses and corrective measures were tried but the re- 
sults were unsuccessful. He was irritable, sensitive and 
emotionaly unstable. His speech was halting, mo- 
notonous, not stammering. He would repeat words 
and syllables. His vocabulary became confined to a 
few words. He seemed to be losing his memory and 
his judgment was impaired. His posture continued 
to be good except for a stoop characteristic of one 
not able to see well. Due to his lack of vision assistance 
in walking was necessary, his steps being short, and 
his movements gradually becoming slower. There has 
been no noticeable wasting of his muscles. His vision 
at this time proved to be just about good enough for 
him to walk in a good light. He could still dis- 
tinguish large pictures and bold landmarks. From all 
appearances the physical eye appeared to be all right. 
At various times he would become moody and dreamy, 
or irritated and upset. His appetite was good but 
his attention had to be focused upon eating. He has 
apparently been incapable of absorbing anything new, 
but enjoyed having been read to for short periods 
even though he could not always focus his attention 
on the reading. 

Physical examination of this child on admission 
revealed him to be in a good nutritional state. Hear- 
ing was normal but vision was: impaired. His pupils 
were regular, centric, equal; reacted to light. Nose, 
mouth, pharynx and neck were essentially negative. 
Chest, heart, abdomen and extremities were essentially 
negative. The reflexes were all present and normal. 
There was no ankle clous; Babinski sign was not 
present. Knee jerks were markedly exaggerated. 
There was no Rhomberg. Coordination tests were 
good. The blood Wassermann and Kahn tests were 
negative. 

An ophthalmoscopic examination, performed on Oc- 
tober 28, 1937, revealed a bilateral optic atrophy with 
the left retina destroyed. There were no cataracts 
to be seen. Another ophthalmoscopic examination, per- 
formed on December 13, 1937, showed a slight progres- 
sion of all morbidity present. 

The psychologist’s report, submitted shortly after the 
patient’s admission (9-23-37), stated that “momentarily 
the patient appeared moody with instances of faulty 
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concentration.” The Hayes-Binet Test revealed an 9. Mental deterioration. 
I. Q. of .87; diagnosis slightly below average. 3. Spasticity. 

Within three months following the patient’s admis- 4. Hyperacusis. 


sion to this institution his vision had become more im- 
paired. At the present time he can differentiate only 
between light and dark. He can still see moving ob- 
jects but) cannot recognize or distinguish them, 

A ‘second psychometric examination was made on 
December 28, 1937 (three months after the first psycho- 


metric examination), the psychologist reporting :—‘“The 
patient accepted the test situation as a matter of 


course. He lacked the ability to concentrate for any 
length of time, and it seemed to confuse him to 


have questions repeated, He says that he can see 
light but he is unable to distinguish objects. The 


Hayes-Binet Test for the blind had to be given him. 


His performance on the tests is inconsistent. Memory, 


reasoning and comprehension tests are passed at a lower 
level than at the time of the previous examination.” 


The J. Q. at this time was .72, and the diagnosis as a 


borderline defective was given. 
It is worthy to note that other siblings living are 


two sisters and one brother. One sister (second in 
order of birth) is a high school honor student. The 


other sister (fourth in order of birth) is seven years 


old, and is in the second grade. The brother, who is 


four years old, is said to be bright for fis age. All 
siblings are in good physical condition. 

The question which arises, but must be left un- 
answered, is: “Is the four-year-old male sibling des- 
tined to follow in the fatal footsteps of his brother?” 


N. B.—On October 19, 1938, the father was inter- 
viewed relative to the condition of their youngest 


child, a male, now 5 years of age, who reported the 
boy was examined recently at the Billings Memorial 


Hospital Clinic, Chicago, and the results of the exam- 


imation showed indications of a similar condition de- 


veloping in this boy's fundi, If true, he is destined 


to suffer the same fate as that of his two brothers. 


CONCLUSION 
1. Two cases of amaurotic family idiocy (ju- 
venile form) are reported with a striking uni- 
formity between the cases, as regards morphology, 
symptomatology and the course of the disease. 
%, Examination of the fundi should be made 
in every case of arrested mental development 
associated with muscular weakness to avoid the 
possibility of an oversight of a case of amaurotic 
family idiocy (juvenile form). 
Dixon State Hospital. 
SCHILDER’S DISEASE 
Similar to Amaurotic Idiocy except— 


1. Onset is acute. 
2. Is not a family affection. 


3. Comes on at various ages. 
4. Shows no typical changes in the fundus. 


Clinical Symptoms Common to Both Diseases— 
1. Rapidly developing blindness. 
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DISCUSSION 
Roland P. Mackay (Chicago): Amaurotic family 
idiocy is an exceedingly interesting disease and is prob- 
ably not as rare as one might think, Certainly, in 


view of the difficulty of clinical diagnosis, a consider- 
able number of the patients in such institutions as 


Dixon might be found upon pathological! examination 


to have this disease. 

From an etiological standpoint the disease is very 
puzzling. At first thought to be highly specific it has 
later been found to have a close relationship to three 
other diseases. Niemann-Pick’s disease is character- 
ized by splenohepatomegaly, and the accumulation of 
free lipoid substances particularly in the cells of the 
reticuloendothelial system. In some cases of Niemann- 
Pick’s disease the neuropathological findings are al- 
most identical with those in amaurotic family idiocy. 


Gaucher’s disease, a form of splenomegaly, is also 
similar, and a third condition is Schueller-Christian’s 


disease, which is characterized by similar degenerative 
changes with the accumulation of cholestrol in the 
cells of the reticuloendothelial system and in the bones 
of the skull and other parts of the body. 

About the only characteristic difference between 
these four diseases is that the lipoid substances that 
accumulate in the cells are not the same. We do not 


know what they are in amaurotic family idiocy, except 
they are neither neutral fat nor normal cytoplasm. They 


stand characteristically somewhere in between. In- 
Niemann-Pick’s disease the chemical substances pres- 
ent are phospholipins. In Gaucher’s they are sup- 
posed to be cerebrosides and in Scheller-Christian’s 
disease they are cholesterol. 

These chemical characteristics suggest that amaurotic 
family idiocy is a degenerative disease due either to 
faulty metabolism or perhaps to toxins. [t may be 
due partly to both. There may be an hereditary meta- 
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bolic disturbance in which toxins are developed in the 
organism having this pecrliar effect on the cells of 


the nervous system. 
From a pathologic standpoint the only thing to be 


emphasized beyond what Dr. FitzJerrell said is that 


these changes are exceedingly widespread and are 
not restricted to any particular system. They are, of 
course, found only in ganglion cells and not in the 
white matter, 

Dr. FitzJerrell pointed out the clinical resemblance 
between amaurotic family idiocy and Schilder’s dis- 
ease. Pathologically they are quite different in that the 
changes in Schilder’s are almost entirely restricted to 
the white matter while those in amaurotic family idiocy 
occur only in the gray matter, 


Therapeutically we encounter great difficulty in this 
disease, and we can probably never achieve much until 


we know more about the intimate nature of the chem- 


ical disturbance. That will necessitate not only path- 
ological studies such as those carried out in this case 
but clinical studies of a metabolic sort during life. 
That, in turn, is going to necessitate earlier diagnosis 
and I can close in no better way than by seconding 
Dr. FitzJerrell’s plea for more careful ophthalmologic 
examinations, particularly in Dixon and similar institu- 
tions where such examinations can. be easily carried 


out. It would be very advisable also to have close 
cooperation between the internists who see the Nie- 


mann-Pick’s, Gaucher’s and Schueller-Christians’ dis- 


eases, in order to correlate the clinical findings in this 
large group of cases. 
I wish to express my appreciation to Dr. FitzJerrell 


and Dr, Neuchiller for their very interesting presenta- 


tion. 

Dr. Neuchiller (closing the discussion); At the 
present time the boy’s eyesight is practically gone, 
as our motion pictures would have shown. The boy 
can stare into the sunlight without even blinking his 
eyes. He is walking with more of a shuffling gait 


now, and although he feeds himself, one can see he 
is gradually losing his power, both of coordination 
and of cerebration. No doubt he will follow in the 
fatal footsteps of his brother. 

At this time, I wish to take the opportunity to 
thank Dr. Mackay, in behalf of Dr. FitzJerrell and 
myself, for his instructive and illuminative discussion 
of the paper. 





MULTIPLYING SAFETY 
When your speedometer goes to 50, think of 55 feet, 
That is how far the car will travel after you decide 
to stop, before your foot can touch the brake pedal. 


When the speedometer says 40, think of 44 feet; if 30, 
33 feet, and so on. Experts call this the “reaction 
distance,” 

To find out how much you need to stop safely at 40 
or 50 miles an hour, multiply the “reaction distance” 
by three. At 50 miles an hour, you would multiply 
55 by three, and you know that a distance of 165 feet 
would be necessary to stop the car—Barney Oldfield, 
in Chicago Journal of Commerce. 
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STAB WOUNDS OF THE CERVICAL 
SPINAL CORD 
Kari L. Venez, M. D., anD Robert E, Lyons, 
M. D. 
OHICAGO 

Laceration of the spinal cord due to knife 
wound is rare. The case which is the basis of 
this report is oi interest for this reason and fur- 
ther because of its sixth cervical hemisection, and 
most important a transitory localized meningeal 
infection. 

Relative to the special points of interest, there 
are few reports of cord stab wounds. The paucity 
is due to the protected position of the cord, the 
vertebral arrangement resisting penetration. 

he cervica) level (sixth) added to the grav- 
ity of the outlook. In third and fourth cervical 
segment involvement death usually occurs rap- 
idly due to respiratory failure. The higher the 
lesion in the cervical cord the higher the mor- 
tality. Rand and Patterson found the mortality 
in lacerations of the first and second segments 
71 per cent, fourth segment 53 per cent, and fifth, 
sixth, and seventh cervical segments only 23 


per cent. 


Im cervical lesions a Hlorner’s syndrome is 
frequently encountered on the same side. This 
was present in the case under discussion. 

Hemisection as evidenced by the Brown-Se- 
quard syndrome is not an unusual result of gun 
shot wounds. This patient, after the passage 
of spina) shock, showed an upper motor neuron 
lesion and dorsal column tract injury on the 
side of the cord wound and a loss of pain and 
temperature sensibility on the opposite side. His 
sensory loss was from two to four dermatomes 
below the motor loss. 

Posterior column damage is manifested by 


loss of position sense, astereodiagnosis, loss of 


vibratory sensation, tactile discrimination, and 
deep joimt and tendon sense. Dorsal spimocere- 


bellar tract damage producing ataxia is masked 
by corticospinal tract injury. 

Though the patient burned his left hand re- 
peatedly with cigarets because of the loss of pain 
and temperature sense, the light touch senation 
was not wholly lost because of the triple course 
followed by the latter’s fibres. From a given 
area some fibres ascend on the same side in the 





From J. Buchbinder, M. D., Surgical Service, Cook County 
Hospital. 
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ventral spino-thalamic tract, others cross im- 
mediately, and still others ascend in the pos- 
terior columns. 

The infection which occurred was alarming 
but fortunately of short duration. It was 


unusual, however, in that it manifested itself 
suddenly on the ninth day and disappeared in 


three days. 

Spinal fistula may occur in spinal canal 
wounds and frequently precedes meningitis which 
may be localized, abscess, or generalized. For- 
eign bodies in the depth of the wound definitely 
predispose to the development of infection, 
Fragments of bone, foreign bodies, spinal fistula 
and spinal block furnish the indications for op- 
eration. Fistulas should be closed early while 
still free from infection. 

The immediate effect of laceration of the 
spinal cord regardless of the cause may be spinal 
shock. This varies from a slight to a profound 
degree depending upon the extent of the trauma. 
The symptoms are those of ordinary shock with, 
possibly, superimposed nausea, vomiting, tremors, 
flaccid paralyses and anesthetic areas. Dur- 
ing this stage conclusions as to the extent of 
the cord injury are impossible because many of 
the localizing symptoms, motor and sensory, may 
clear rapidly as the shock leaves. Likewise hem- 
orrhage and edema may produce temporary and 


widespread signs. As might be expected, clean- 


cut knife wounds show very little shock as in 
the present instance. 

In the majority of cases reflexes reappear 
within two weeks, and if the paralysis is to be 
permanent the previously flaccid muscles become 
spastic with all the manifestations of an upper 
motor neuron lesion. 

Bladder and bowel control are always inter- 
fered with to some degree in cord injuries of 
whatever level, and in cervical lesions priapism 
is a frequent symptom. 

In general the prognosis for life in knife 
wounds is good. Coleman and Cobb maintain 
that those who pass the first week largely re- 
cover. Death in the first week is due to respira- 
tory failure, spinal shock and pneumonia. 

In the light of the above comments the following 
case history is presented for the record. J. B., a 
28-year old white male was stabbed on the left side 
of the neck on November 13, 1936. He was stabbed 
so hard that the blow knocked him to the ground 


and rendered him unconscious for ten minutes. He 
was brought to Cook County Hospital within two hours 
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of the accident complaining of numbness “all over” 
and burning pains over the right leg and arm. Exam- 
ination at that time revealed a well developed white 
male not acutely ill with a temperature of 98.4 F. a 
pulse of 100 and a blood pressure of 116 over 80. 

Wound: Consisted of a 5 cm. laceration starting 2.5 
em. inferiorly and 2.5 cm. posteriorly from the left 
mastoid process and running obliquely downward and 
medialward toward the 5th cervical vertebra, to within 
3 cm. of the midline. Four black silk sutures were 
used to approximate the skin edges. 

Motion: Flexion of the forearm, extension of the 
wrist, radial flexion of the wrist and supination of the 
forearm on the right side were much diminished. Ex- 
tension of the forearm, flexion of the wrist, pronation 
of the forearm and ulnar deviation of the right hand 
were lost. All the motor power of the right hand was 


lost. All movements of the right lower extremity were 
absent, but involuntary flexor movements of the right 


thigh were occasionally seen. 

Reflexes: Reflexes on the left side were diminished. 
On the right the biceps and pectoral jerk were the 
same in amplitude as on the left. The radioperiosteal 
and triceps jerk were markedly diminished. Normal 
reflexes of the right lower extremity, right abdominal 
and right cremasteric reflexes were absent. 

Sensation: The patient complained of a severe burn- 
ing pain over the right side of the body when touched 
with a piece of cotton. There was numbness of the 
right hand and leg. Touch sensation was universally 


unaffected. On the left side of the body pain and tem- 


perature sensation was lost from the level of the 8th 
cervical dermatome downward. 

Vibration of a tuning fork was not appreciated cn 
either side below the level of the 6th cervical derma- 
tome. There was loss of position sense of the left and 
right upper and lower extremity. Dysdiadochocinesia 
and astereodiagnosis were evident in the left hand. 

Pupils: The right pupil was miotic and there was 
a ptosis of the upper lid. The pupil reacted to light and 
accommodation as did the left. 

Urinary and fecal difficulties: At the time of admis- 
sion the patient suffered with urinary incontinence. 
Bladder sensation was absent but he had periodic spon- 
taneous evacuation of the bladder without sensation. The 
first few days of hospital stay he had no bowel move- 
ment nor rectal sensation. 

Spinal puncture: At the time of admission revealed 
a grossly bloody fluid. Wassermann was negative and 
x-ray of the cervical spine revealed nothing abnormal. 

At this time a diagnosis of laceration of the right 
haif of the cervical spinal cord at the 6th cervical 
dermatome was made, 

For nine days after the accident nothing unusual was 
noted. There had been no leakage of spinal fluid. 
On the tenth day he complained of headache, stiff- 
ness of the neck and pain in the back and the tem- 
perature rose to 103 degrees. There was a positive 
Brudzinski and Kernig sign with a stiff neck. Spinal 
puncture revealed a grossly purulent fluid with a leuk- 
ocyte count of 3,200. Smear and culture revealed pure 
staphylococcus albus. With the onset of this menin- 
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gitis it was noted that there was a drainage of fluid 
from the neck wound, As it was profuse and continu- 
ous repeated spinal taps were not done. In three days 
all meningeal symptoms were gone. The neck wound 
continued to discharge spinal fluid for two more days. 
Spinal puncture six days after the onset revealed a 
crystal clear fluid with 15 cells per cubic millimeter. 

Three weeks aiter the accident a slight flexor move- 
ment of the right thigh was possible but spontaneous 
movements were also present. Exaggerated reflexes 
of the right lower extremity were present and ankle 
clonus made its appearance. There was no change in 
sensation, At this time the patient had severe sweats 
but the right side of the face remained dry. Urinary 
and fecal difficulties had disappeared and both bladder 
and rectal sensation were present. 

From this time on recovery was rapid. The Hor- 
ner’s syndrome disappeared in four weeks and a Hoff- 
man sign of the right side was present in five weeks. 


He developed a spasticity of the right lower extremity 
with all pathological reflexes present. Wheel chair 


existence was possible after the third week. 

Three months after admission the patient was dis- 
charged from the hospital to a convalescent home, At 
that time he was walking on crutches with difficulty 
and was still unable to perform intricate movements 
with his right hand. Sensation remained the same as 
on admission. 
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In the past 25 years, cancer has advanced from 
seventh to second place among causes of death. 





It is estimated that hookworm affects 5,000,000 out 
of the 12,000,000 people in rural districts in Egypt. 
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THE CONSIDERATION OF SOME PRAC- 
TICAL POINTS IN THE MANAGE- 
MENT OF INFLAMMATORY DIs- 
KASES OF THE UVEAL TRACT 
Gi, LeRoy Porter, M, D, 


Department of Ophthalmology, 


Carle Hospital Clinic 


URBANA, ILLINOIS 


The inflammatory diseases of the uveal tract 
and cornea probably constitute the majority of 
eye conditions the ocnlist is called upon to 
treat. Their management is dithicult partly be- 
cause of the necessity of depending upon the 
opinions of consultants in other branches of med- 
icine for the elucidation and treatment of sys- 
temic diseases to which those of the eye may be 
secondary. Certainly a thorough physical exam- 
ination is indicated in the presence of numerous 
eye diseases and in this particular group the 
investigation is directed along very definite lines. 

The patient with his first attack of iritis, kera- 
titis, choroiditis, or uveitis comes to the oculist 
with the expectation of receiving treatment from 
that source. As you well know, the local treat- 
ments which the oculist may administer are im- 
portant but relatively few and the patient should 
immediately have the benefit of examination by 
our confreres in other branches of medicine. The 
first step in this direction is the education of the 
patient to the necessity of this procedure. This 
often times is a difficult task and if not prop- 
erly placed before the patient may result in a 
delay which will render the subsequent treatment 
more difficult and the ultimate result less satis- 
factory. How often a patient for whom a gen- 
eral examination is advised has the idea that 
this consists of a stethoscopic examination of 
heart and lungs, blood pressure readings, a 
urinalysis and perhaps a blood count, and occa- 
sionally this view is encountered within the pro- 
fession. Adequate investigation in these cases 
involves the services of an internist, an otorhino- 
laryngologist, a urologist, a dental surgeon, fre- 
quently a syphilologist, and in addition certain 
roentgenologic and laboratory studies. The ocu- 
list must be the generalissimo in this attack. 
With the numerous consultants required he 
must be sure that each is cognizant of the local 
as well as the general aspects of this complex 
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problem. To be sure that this situation exists 


the oculist iimself must be sufficiently well in- 
formed in the details of the various examina- 


tions and treatments to assure himself that his 


patient Is receiving the proper attention, for 


should the expected improvement not occur the 
oculist will be held responsible, and rightly so 
if the patient has followed the advice given him. 
For this reason we feel that a résumé of some 
of the more important diagnostic and thera- 
peutic measures is worthy of consideration. 

In the majority of inflammatory diseases of 
the uveal tract, and to a lesser extent those of 
the cornea, the causative factor will be either 
syphilis, tuberculosis, or a focus (or foci) of 
infection, Jn certain instances the clinical ap- 
pearance of the disease may be definitely that, 
or at least strongly suggestive of one of these 
factors. Probably in the majority this will not 
he so atid the determination of the etiologic 
agents will depend on the findings of the con- 
sultants. Where indicated local treatment should, 
oi course, be instituted at once by the oculist. 
{n cases of anterior segment disease use of vari- 
ous mydriatics, perhaps in conjunction with 
dionin, and local application of heat are the 
standard procedures, Except in isolated in- 
stances the oculist has little to offer for thera- 
peusis other than these measures and where 
the disease is limited to the posterior segment 
it is probable that local treatment of any kind 
is unnecessary. 

The patient should be placed in the hands 
of an internist familiar with the diagnostic pro- 
cedures necessary to elicit the factors which are 
of prime importance to the oculist. The pres- 
ence or absence of syphilis is not decided solely 
on the status of Kahn or Wassermann reactions 
of the blood. There are occasional cases of ac- 
tive syphilitic disease of the eye in which the 
Wassermann test is negative. These patients give 
a history of lues and respond to antiluetic treat- 
ment. Usually they have had either no or in- 
adequate antiluetic treatment. The possibility 
of hereditary syphilis must also be considered, 
for although most such cases will show other 
stigmata there are a few in which the ocular 
disease may be the only visible manifestation. 
lf a diagnosis of syphilis is made the treatment 
should be administered by a physician qualified 
by training and experience in syphilis therapy. 


The treatment of syphilis by the oculist is men- 
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tioned only to be deprecated. Syphilologists gen- 
erally are of the opinion that complications oc- 
eur more frequently with inadequate treatment 
than with no treatment. In my experience I 
believe that most patients presenting themselves 
with ocular syphilis have given a history of but 
one or two series of treatments with arsenicals. 
The necessity of treatment will, of course, per- 
sist long after the ocular lesion has subsided 
and is essentially the problem of the syphilol- 
ogist. The oculist may lend valuable aid by his 
support of the program of continued treatment. 


The relationship of tuberculosis to diseases of 


the uveal tract is decidedly a moot question. It 


is usually impossible to prove that in a suspected 
“ise of uveal tuberculosis the condition is actu- 
ally due to the tubercle bacillus. For this reason 
the diagnosis of uveal tuberculosis depends prin- 
cipally upon the following actors; 1, the appear- 
ance of the lesion; 2, its clinical course, 3, the 
tuberculin reaction, and 4, the absence of other 
possible etiologic factors. Because of the un- 
certainty of diagnosis the statistics of the rela- 
tive frequency of uveal tuberculosis vary widely. 
Statistics from European countries, espectally 
Germany, report as high as 50% of the iritis 
cases being tuberculous in origin while im our 
own country 5% is a more commonly seen pro- 
portion. The discrepancy in these figures is due 
first to the fact that not all tuberculous eye dis- 
eases present a pathogonomie clinical picture, 
and second that in this country other foca) in- 
fections have been given more attention than 
tuberculosis as probable causes of lesions of the 
uveal tract. 

Tuberculosis may involve the eye in one of 
two ways. First, by the formation of tubercles 
essentially similar to those formed in any other 
part of the body, or second, by an allergic re- 
sponse of the eye to tuberculoprotein. The first 
type of uveal tuberculosis, characterized by the 
formation of tubercles, is of less frequent occur- 
rence than the second type. The tuberculous 
eye lesions which can be diagnosed with the 
greatest degree of certainty are miliary tuber- 
cles in the choroid. They are definitely nodular 
in character and are usually seen in children 
with tuberculous meningitis. A fatal termina- 
tion as a result of the systemic disease usually 
precludes the necessity of treatment of the ocular 


disease. 
The conception of allergic tuberculous lesions 
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of the eye is based upon clinical and experi- 
mental evidence, Jt has long been known that 
a normal and a tuberculous animal will react 
differently to an injection of tubercle bacilli. 
The response in the normal animal is a slowly 
developing tuberculosis with tubercle formation, 


while in the tuberculous animal an acute local- 


ized inflammatory lesion occurs perhaps with 


some destruction of bacteria and imbibition of 


dissemination. The acute inflammatory phase of 


the reaction has been shown to be due to a 
hypersensitivity to tuberenloprotemm which has 
developed in the infected animal. The allergic 
type of ocular tuberculosis then is the response 
of a sensitized ocular tissue to tuberculoprotein 
liberated either from a focus in the eye or else- 
where in the body and reaching the eye by way 
of the blood stream. Since there is no practical 
way of determining the sensitivity of the eye we 
must depend upon a test of the cutaneous sensi- 


tivity. While it is not necessarily true that cu- 


taneous and ocular sensitivity are parallel Woods 
has shown experimentally in animals that this 
situation usually exists. "The relation of this 
type of ocular tuberculosis to active pulmonary 
tuberculosis is a question upon which there is 
considerable difference of opinion. In this coun- 
try most authorities upon the subject believe that 
active lesions are seldom present but that a 
subclinical focus, demonstrable neither by phys- 
ical signs nor x-ray, exists in the hilar glands. 
On the other hand certain Huropean investi- 
gators report that as high as 60% of the chest 
roentgenograms reveal slight but definite evi- 
dence of active pulmonary disease. The crux 
of the situation would seem to lie in the inter- 
pretation of the roentgenograms. It is certain, 
at any rate, that frank pulmonary tuberculosis 
is a rarity among these cases. 

The factors concerned in the diagnosis of 
uveal tuberculosis were enumerated previously, 
The first of these was the clinical appearance of 
the disease. There are varied affections of the 
eye which are thought to be manifestations of 
this type of tuberculosis but it is seldom justi- 
fiable to say that the clinical appearance of a 
lesion is more than suggestive of tuberculosis. 
There is, however, a clinical type of uveitis with- 
out tubercles which is commonly regarded as an 
allergic reaction to tuberculin. These cases pre- 
sent little or no ciliary congestion or pain, the 


iris is usually adherent to the anterior lens cap- 
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sule which has many pigment deposits, the pos- 
terior surface of the cornea is densely studded 
with mutton fat deposits, and the vitreous is 
sufficiently cloudy to partially or completely ob- 


seure a view of the fundus. 


The diagnosis of ocular tuberculosis is seldom 
made until syphilis and focal infections have 


been eliminated as possible causes. It is possi- 
ble that foci of infection may be coexistent with 
ocular tuberculosis. Failure to respond to re- 
moval of foci is frequently regarded as evidence 
that the condition is tuberculous. 

The next evidence to be considered is the state 
of cutaneous allergy of the individual to tuber- 
culin, For this purpose the intracutaneous Man- 
toux test using the purefied protein derivative 
Is preterred. It is desired to determine the pa- 
tient’s sensitivity quantitatively and for this rea- 
son the first test should be made with .001 me. 
of tuberculin. In the event a negative reaction 
occurs the test is repeated witn the amount of 
vuberculin increased ten fold until .1 mg, has 
been used or a positive reaction noted. Woods 
has reported, in a series of cases of clinical ocular 
tuberculosis, that 53% were sensitive to .001 
mg., 41% to .01 mg., and the remaining 5% 
were either insensitive or required larger 
amounts, Only those reacting to .001 mg. were 
regarded as possessing an excessive cutaneous 
sensitivity as many normal persons will be found 
sensitive to the latter dosages. 

Lessening the ocular sensitivity to tuber- 
culoprotein is the end which we desire to attain. 
Reduction of the cutaneous sensitivity by grad- 
ually increasing doses of tuberculin is possible 
and would seem to be accompanied by a corre- 
sponding reduction in ocular sensitivity, The 
inital dose of tuberculin should not be more than 
-0001 mg. ; succeeding injections are given every 
four days and each increased according to the 


technic described by Gifford. The length of 


treatment is subject to considerable variation. 
Some discontinue treatment with clinical im- 
provement. Woods feels that treatment should 
continue after this period to maintain a reduced 
state of sensitivity and prevent a recurrence. 
Treatment of ocular tuberculosis is, of course, 
not limited to tuberculin therapy. (eneral hy- 
gienic measures, rest, heliotherapy, and adequate 
diet contribute to the development of immunity 


which is also a factor in the control of this dis- 


ease, Paracentesis alone or associated with auto- 
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hemotherapy has many advocates. X-ray and 


radium therapy may be considered. 

The possibility of infected tonsils, teeth, pros- 
lale, pelvic orgalis, sinuses, and other organs 
producing inflammatory lesions in various paris 
of the body has been widely accepted since its 
introduction by Billings and Rosenow, The eye, 
particularly the uveal tract and cornea, is one 
of the sites frequently so involved. It is con- 
ceivable that a primary focus elsewhere in the 
body might cause ocular inflammation by various 
means such as, 1. the direct transfer of organ- 
isms, or 2. toxins, or 8. an allergic reaction. 
Benedict, Rosenow and others believe that strep- 
tococci growing in abscessed teeth, tonsils, pros- 
tate, etc,, may acquire a selective affinity for 
certain other tissues of the body of which the 
uyeal tract is one. This view has been supported 
by animal experiments, and while this “elective 
localization” theory has not been accepted unani- 
mously, it is safe to say that the consensus is that 
the secondary site of inflammation is the result 
of a transfer of organism from one tissue to the 
second. The possibility of this reaction in the 
second tissue being allergic in nature has been 
studied by Woods who feels that while it may 
be a factor in certain cases there is not sufficient 
evidence to warrant an assumption that it is a 
major factor. 

There are many statistics as to the incidence 
of various sites of infection in relation to uveal 
inflammation. These statistics are of little im- 
portance since all possible foci must be searched 
for and frequently multiple infections are found. 
If the latter situation exists it is impossible to 
determine which is the most active. Sinusitis, 
we feel, is very rarely the cause of uveal inflam- 
mation if present conservative treatment is 
favored. The tonsil problem may be simple or 
difficult. If there is local evidence present or 
demonstrable that chronic infection exists tonsil- 
lectomy is in order. I think it is generally agreed 
that in some cases tonsils may be a focus of 
infection although there is nothing to suggest it 
upon examination of the throat. At times it will 
probably be advisable to remove tonsils which 
may appear relatively innocent. 

Investigation of the mouth for foci of infec- 
tion includes search for periapical or peridontal 
infection, pulpless teeth, residual roots, and 
pyorrhea. A full mouth x-ray is essential in all 
The necessity of this last procedure is 


cases. 
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often dificult to impress upon patients whose 
dentist has recently, after inspection of the teeth, 
pronounced them satisfactory, Jt is even more 
difficult to convince a patient whose teeth have 
all been extracted that anything is to be gained 
by x+ray of the mouth. However, Gardner re- 


ports that in one-third of patients with full den- 


tures x-ray studies reveal one or more retained 


roots. The same author states that it has been 
estimated that not half the dentists in the United 
States make adequate use of the roentgen ray. 
Teeth showing roentgenologic evidence of peri- 
apical and peridontal infection are to be removed 
and proper treatment of pyorrhea instituted. 
There is some difference of opinion in regard to 
pulpless teeth which show no roentgenologic evi- 
dence of apical granulomata. It has been our 
policy to request removal of teeth of this type 
as experimental and clinical evidence indicates 
that a large percentage of them are infected. We 
have seen no harmful results from the removal 
of infected teeth during the acute stages of 
uveal inflammation, although where a large num- 
ber of teeth are to be removed consideration 
should be given to the toxic effect which some- 
times occurs following extraction. With this 
thought in mind the extractions may be done in 
more than one sitting at the discretion of the 
dental surgeon, after he is cognizant of the cir- 
cumstances. 

We wish to emphasize especially the need for 
thorough consideration of the prostate in the 
male and the pelvic organs in the female in cases 
of uveal inflammation because it seems probable 
that infection in these locations is frequently 
searched for and treated with less diligence than 
infection elsewhere. We feel that the prostatic 
problem requires the consideration of a com- 
petent urologist both as to diagnosis and treat- 
ment. Iritis is very occasionally seen in a case 
of gonorrheal urethritis or prostatitis but the 
very large percentage of prostatic infections as- 
sociated with uveal inflammation will be non- 
specifle in character. Wesson states that chronic 
prostatitis is as common as chronic tonsillitis. 
According to O’Conor the only reliable method 
of demonstrating prostatic infection is the 
microscopic examination of secretion obtained by 
massage. Severity of the infection may be graded 
roughly by the number of pus cells present in 
the smear. Urologists stress the point that a 
single negative smear does not necessarily mean 
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intection is absent and advise a reexamination 
after five to seven days. Nonspecific prostatitis 


is usually associated with other foci, Cumming 
and Chittenden stating that 98% of their cases 
have one or more definite foci. The first step in 
the treatment is the elimination of these other 
foci. Following this, occasional gentle massage 
may be instituted, with emphasis on the gentle 
and occasional. We have little fear that the re- 
moval of infected teeth or tonsils will cause a 
flare up of an ocular lesion but too frequent or 
energetic prostatic massage will very often do 
just that. The urologist may find it necessary 
to be more moderate in his treatment in the 
presence of ocular disease than he is in its ab- 
sence. 

Cervicitis, endometritis and salpingitis ave the 
pelvic disorders more frequently encountered in 
association with the group of eye diseases under 
discussion. Scleritis and episcleritis are condi- 
tions not previously mentioned which seem to 
occur more frequently in conjunction with foci 
in the pelvis than elsewhere. Here, as in other 
foci, streptococci seem to be the predominant 
organism. Procedures necessary to eliminate 
these foci must be selected and carried out by 
the gynecologist. If the infection is limited to 
the cervic cautery, coning or amputation may be 
satisfactory. Not infrequently hysterectomy and 
salpingectomy are required to completely elim- 
inate pelvic disease. 

In the cases diagnosed as of luetic or tuber- 
culous etiology systemic treatment will be insti- 
tuted along lines previously discussed. In the 
large group of those due to focal infection it is 
frequently possible, following the removal of the 
foci, to aid recovery considerably by systemic 
treatment which is, in the main, empirical in 
nature. In our experience the most useful single 
method is foreign protein therapy, for which we 
usually prefer typhoid vaccine given intraven- 
ously at intervals of two to three days in doses 
sufficient to produce a rise in temperature up to 
100° or 102°. Seldom more than six injections 
are given, for if a favorable response has not 
occurred in that time probably none will. Non- 
specific foreign protein therapy has been used for 
many years in the belief that shock, rise in tem- 
perature, leucocytosis and a general stimulation 
of the “body defenses” provide a beneficial effect. 
Brown, feeling that the ocular inflammation may 
be due to a sensitization of the uveal tract by the 
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circulating protein products of a remote focus, 


suggested that the increased antibody formation 


resulting from the foreign protein injection in- 


terfered with the uveal activating agent as it 
was brought to the eye or that they united with 


available receptor cells, thus rendering the acti- 
vator inert. He found that aspiration of the 


anterior chamber was desirable as newly formed 
aqueous had a much higher antibody concentra- 
tion. 


The administration of large doses of salicy- 
lates is a time honored and widely accepted pro- 


cedure. We do not employ foreign protein 
and salicylates contemporaneously, Neoarse- 


phenamine has been recommended as a non- 
specific remedy in acute and chronic uveitis of 


unknown or focal infectious etiology. Since the 
introduction of prontylin and its derivatives 


these drugs have been administered in a wide 


variety of diseases. There seems to be some 
rationale in their use in eye lesions which are 


apparently due to focal infections essentially 
streptococcal in character. In the relatively small 


number of cases receiving it under our observa- 
tion the results with this drug have been very 
disappointing. 
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DISCUSSION 

Dr. George Guibor, Chicago: Dr. Porter’s paper 
stresses several valuable points in the diagnosis and 
treatment of uveitis. He believes that a general physi- 
cal and laboratory examination is necessary in all cases 
to determine the etiology of the inflammation. These 
causes may be foci of infection, tuberculosis, syphilis 
or allergic phenomena. Some authorities mention allergy 
as a cause of uveitis, especially sympathetic uveitis, 
tuberculous uveitis, and uveitis following cataract ex- 
traction. Syphilitic uveitis, in many cases secondary to 
syphilitic interstitial keratitis, he believes is best treated 
by treatment of the syphilis. Some ophthalmologists, 
however, have treated this disease by thermogenesis 
alone, and believe that increasing temperature of the 
body from 105 degrees to 107 degrees for several hours 
produces a more rapid recession of acute symptoms than 
does antisyphilitic treatment alone. 

Tuberculous uveitis, Dr. Porter believes, is of two 
types: the first with definite tubercles and a second with 
evidence of ocular sensibility to the tuberculoprotein. 
Active pulmonary tuberculosis in the latter type is rarely 
present, but some subclinical focus in the peribronchial 
glands may exist. The diagnosis and treatment of this 
affection is excellently outlined. 

In the most common type of uveitis due to foci of 
infection, Dr. Porter emphasizes the removal of all 
pulpless teeth, whether periapical rarefaction is present 
in the x-ray films or not. Some consider this a radical 
procedure. He calls attention to a routine often over- 
looked—the roentgen-ray examination of the edentulous 
mouth. X-ray films may disclose one or more retained 
roots in one-third of the cases even though the teeth 
have been extracted for many years. 

I am sorry that lack of time prevented Dr. Porter 
from discussing dietetic treatment, calcium gluconate, 
and the use of infra-red rays in the treatment of uveitis. 
I should have enjoyed hearing more about uveitis fol- 
lowing cataract extraction and also sympathetic uveitis. 


I think that he has rendered us a valuable service in 


reviewing the important points about the treatment of 
inflammation of the uveal tract. 

Dr. Thomas A. Starkey, Beardstown: I believe Dr. 
Porter is to be congratulated for the concise and com- 
plete manner in which he has presented his subject. 
When we consider the many conflicting theories and 
opinions regarding the etiology of inflammatory dis- 
eases of the uveal tract we must certainly realize that 
we need more practical guidance in handling these 
cases. 
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Dr. Porter’s first point, the great need for perfect 
cooperation and understanding between the oculist and 
the other consultants, is well taken. In my experience 
such cases have usually been referred with the blunt 
request for a general examination, the oculist giving 
no hint of what his diagnostic suspicions may be. Even 
if he had no such suspicion a simple statement to that 
effect may be very helpful to the internist. Dr. Porter 
pointed out that the causative factor in most cases will 
be either syphilis, tuberculosis or a focal infection, rarely 
a gonorrheal urethritis. The internist should also bear 
in mind the possibility of diabetes and gout. 

The presence of syphilis is probably the most easily 
proven, provided we are not deceived by negative 
serologic tests or the absence of obvious syphilitic stig- 
mata. Careful examination of the cardiovascular and 
nervous systems, including spinal fluid examination, may 
be necessary. 

Fortunately, the history as given by these patients is 
usually very reliable. With their vision at stake they 
are apt to be very honest. Tuberculosis as a causative 
factor certainly is a controversial question For the 
diagnostician, probably the most important point to keep 
in mind is that it is not the active, obvious tuberculosis 
that he is seeking, but rather the obscure, quiescent 
types. For the detection of these cases roentgenograms 
of the chest and the tuberculin tests are indispensable. 
With reference to tuberculin tests it is interesting to 
note that European writers attach greater significance 
to the focal reaction, or flare-up in the uveal inflamma- 
tion on administration of tuberculin than they do to 
the systemic or local reaction at the site of injection. 
And yet, in spite of this apparently more exacting diag- 
nostic criterion they report the incidence of uvea! tuber- 
culosis at nearly ten times what it is in this country. 
The difference must certainly be explained by a far 
greater incidence of general tuberculosis in European 
countries. 

The search for foci of infection is probably one of the 
most common problems with which the diagnostician 
has to deal. Investigation of the teeth and tonsils 
always comes first, dental x-rays being an absolute 
necessity. Whether or not infection is discovered at 
one of these sites, the next step is a search for prostatic 
or pelvic inflammatory disease. 

Dr. Porter’s point that negative findings following 
one prostatic massage cannot be considered conclusive, 
is important; also, that when multiple foci are discov- 
ered, the prostatic or pelvic infection should be treated 
last and most cautiously. Both these principles are 
generally accepted by urologists. 

Dr. G. LeRoy Porter, Urbana (closing): I wish to 
thank both Dr. Guibor and Dr. Starkey for their dis- 
cussions. Dr. Guibor presented some very pertinent 
questions which I had omitted. Dr. Starkey’s com- 
ments on focal reaction following tuberculin tests as 
practiced in Europe are interesting. In this country the 
feeling is that a focal reaction is distinctly undesirable. 
To avoid this possibility the so-called purefied protein 
derivative of tuberculin has been developed and is now 
generally used. 
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SULFANILAMIDE: ITS USE IN GENERAL 
PRACTICE 


ARTHUR F, Goopyear, M. D. 
DECATUR, ILL. 


Sulfanilamide has proved to be a most useful 
chemotherapeutic drug. Because of the successes 
reported in the early literature we started using 
it in April, 1937. Since that time we have used 
it in over 150 cases in hospital and private prac- 
tice. These include erysipelas, scarlet fever, fol- 
licular tonsillitis, follicular pharyngitis, acute 
otitis, suppurative otitis media, two cases of ap- 
pendicitis complicated with generalized peritoni- 
tis which were operated upon, infected wounds of 
the extremities with generalized lymphangitis 
and adenitis, cystitis, non-specific prostatitis, 
acute gonorrheal urethritis, gonorrheal prostatitis 
and gonorrheal epididymitis. Prophylatically it 
has been used in obstetrics where deep tears or 
surgical delivery has been necessary. The most 
spectacular of our cases was one of beta-hemolytic 
streptococcus meningitis complicating suppura- 
tive otitis media with recovery, which will be 
reported. 

Except in the cases of meningitis, peritonitis 
and the gonorrheal infections the dosage has been 
far below the average recommended by many in- 
vestigators. Adults were given from 15 to 25 
grains daily; children, between the ages of seven 
and fourteen, 10 to 15 grains daily and younger 
children 5 to 10 grains daily. Toxic manifesta- 
tions were seldom encountered. A few cases de- 
veloped cyanosis of the lips, drowsiness and a 
feeling of lassitude. In the majority of these 
cases cultures were made in order to identify the 
organisms, and in all instances, except for the 
specific cases, were mixed infections containing 
streptococcus hemolyticus, staphlococcus-pyogenes 
albus and staphlococcus-pyogenes aureus. In 
some cases a pure culture of one of these or- 
ganisms was obtained. Response in the average 
case was dramatic; a fall of temperature, if 
fever existed, occurred in twenty-four to forty- 
eight hours and the inflamed area subsided 
rapidly. The drug was continued at the dosage 
mentioned, in milder cases, five to seven days. 
Incidents, such as toxic skin rashes, photo-sensi- 
tizing reactions, methemoglobinemia, sulphemo- 
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globinemia or granulocytopenia, did not occur in 
this series of cases. One case developed a specific 
febrile reaction. When larger doses of the drug 
were used toxic reactions occurred in the majority 
of the cases. When the small dosage failed to 
produce the desired response in twenty-four to 
forty-eight hours, it was increased one hundred 
per cent. at which level it gave, in all instances, 
the desired result. 

Because small dosages have given such excel- 
lent results, it may be interesting to review, 
briefly, some of the extensive literature that has 
appeared regarding the action, dosage and toxic- 
ity of sulfanilamide since May, 1937. 

Osgood,* in a recent article regarding the 
major action of sulfanilamide, states that it neu- 
tralizes toxins similar to the manner of anti- 
toxin. He further noted that it caused a decrease 
in the rate of division of the organisms, neutral- 
ized the toxin produced by them and permitted 
phagocytosis by leukocytes which killed organ- 
isms that they would have otherwise been unable 
to kill, thereby confirming other clinical observa- 
tions that the action of the drug is largely inde- 
pendent of the leukocytes. He also found that 
in a dilution of 1 to 100,000, which is about ten 
times as dilute as ordinarily used clinically, it 
was just as effective in vitro. 

The dosage of sulfanilamide which was de- 
veloped in rules laid down by Perrin Long? is, 
for adults of one hundred pounds or more, an 
initial dose of 50 to 80 grains. This gave in the 
blood a level of 10 milligrams per cent. of sul- 
fanilamide in four hours, and to maintain this 
level it was followed every four hours by 15 grains" 
In adults from fifty to ninety pounds the initial 
dose is 30 to 50 grains followed by 10 to 15 
grains at four hour intervals, and in children 
from twenty-five to fifty pounds the initial dose 
is from 20 to 30 grains followed every four hours 
by five to ten grains. 

The therapeutic dosage of prontosil solution, 
the hydrochloride of 4’ sulphamide-2, 4 diamino- 
azobenzene, is 20 c.c. at four hour intervals or 
a total of 120 c.c. in 24 hours in the average 
adult; in individuals weighing fifty to ninety 
pounds, 10 to 15 e.c. at four hour intervals and 
in children, ten to fifty pounds, 5 to 10 c.c. at 
four hour intervals. Prontosil is given subcuta- 
neously or intramuscularly but not intravenously. 
The dosage is the maximum and is recommended 
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in very severe streptococcal and meningococcal 
infections. 

In moderately severe streptococcal infections 
the adult dosage of 15 grains at four hour in- 
tervals is recommended and in mild streptococcal 
infections five to ten grains at four hour inter- 
vals. In children five to ten grains every four 
hours constitutes an effective dose. If no clinical 
improvement is evident the dose is increased. In 
lesions of bones such as otitis media, mastoiditis 
and osteomyelitis, small amounts of the drug 
should be given for at least two weeks after the 
acute symptoms have subsided. 

Toxic manifestations in standard dosages are 
common and the majority of cases treated com- 
plain of dizziness, anorexia and nausea. Fever, 
in the form of a specific febrile reaction, occurs 
in about fifteen per cent. of the cases (Hageman 
and Blake*). The reaction appears in seven to 
ten days after beginning of therapy. Mild cya- 
nosis of the lips and nails is most commonly 
encountered. It does not mean that the therapy 
should be discontinued but the blood should be 
watched because of the possibility of an idiosyn- 
crasy of the hematopoietic system towards the 
benzene ring resulting in hemolytic anemia which 
may require transfusion. The carbon dioxide 
combining power of the blood is lowered by sul- 
fanilamide. Granulocytopenia occurs in suscep- 
tibles (Borst and Young*). Due to the fact that 
the leukocytic response shows no increase when 
sulfanilamide is administered it created the belief 
that the drug caused a depression of the leuko- 
cytes because a moderate increase was noted after 
it was discontinued. Fatal cases following treat- 
ment with prontosil causing agranulocytosis have 
been reported in the British literature by J. G. 
Borst and C. J. Young,* and two cases following 
the use of sulfanilamide in the American litera- 
ture by Schwartz, Garvin and Koletsky® and 
Berg and Holtzman.*® Morbilliform skin rashes 
accompanied by fever occurring eight to fourteen 
days after therapy have been reported by Schwent- 
ker and Gelman.” However, with the discon- 
tinuance of the drug the rash and fever disap- 
peared in forty-eight hours but recurred on re- 
suming the use of the drug. Practically all toxic 
reactions are antidoted by a large intake of fluids 
and discontinuance of the drug if necessary. 

Good results have been reported in the treat- 
ment of gonorrhea and other infections of the 
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urinary tract by Russell D. Herrold.* He esti- 
mates good results to the extent of eighty per 
cent. in chronic cases, acute cases twenty-five per 
cent. and in non-gonorrheal prostatitis sixty per 
cent; bladder and urinary tract infections with 
gram-negative bacilli seventy-five per cent. staph- 
lococeus 50% and his failures were in the 
majority due to intolerance to the drug. 

Henry F. Helmholst® used the drug as a 
urinary antiseptic and in an article comparing 
the efficiency of mandelic acid and sulfanilamide 
concludes that sulfanilamide can be used in acute 
infections, particularly the proteus type, whereas, 
mandelic acid has to be given in the subacute and 
chronic stages. In another article regarding 
urinary antisepsis he showed that sulfanilamide 
produced a strongly bactericidal urine for most 
organisms which cause infections of the urinary 
tract. The dosage to produce bactericidal urine 
was considerably less than in streptococcic cases. 
Furthermore, it acted as well in alkaline urine 
as acid and could be used in acute and chronic 
infections of the urinary tract even if renal in- 
sufficiency existed. One microorganism, the 
streptococcus fecalis, at all times resisted the 
action of the drug in his report. 

Sulfanilamide acts in a near specific manner 
on beta-hemolitie streptococcic infections, erysip- 
elas and meningococcic meningitis. The case to 
be reported is one of beta-hemolytic streptococcus 
meningitis, complicating a suppurative otitis 
media, with recovery. 

CASE REPORT 

History: Patient, white male, 48 years of age, was 
seen at his home on March 29, 1937, because of 
projectile vomiting associated with a severe occipital 
headache and a temperature of 105 degrees Fahrenheit. 
He had become stuporous during the preceding twenty- 
four hours. His family stated that he had been ill for 
two weeks. His primary illness was an acute tonsillitis 
and at the end of the first week he developed pain 
in the right ear. The ear drum ruptured spontaneously 
three days later and had been discharging for four days, 
during which time he vomited frequently and com- 
plained bitterly of vertigo. A tentative diagnosis of 
otitis media and labyrinthitis was made and, because 
of the threat of meningitis, the patient was immediately 
hospitalized. 

Examination: On admission the patient appeared 
acutely ill, skin was flushed and moist and he was in 
a stuporous state. The pupils reacted to light slug- 
gishly and the left was one-half the diameter of the 
right. The right ear was draining a seropurulent mate- 
rial and there was no swelling about the mastoid. The 
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throat was congested. The tendon reflexes were normal, 
the abdominals diminished, the plantars lively and the 
Kernigs negative. There was no cervical rigidity. 
Heart and lungs findings were normal and the re- 
mainder of the physical findings were essentially nega- 
tive. The temperature was 104.6 degrees Fahrenheit, 
pulse 120, respirations 22 and blood pressure 120 systolic, 
70 diastolic. Mastoiditis was considered and an x-ray 
examination of the mastoid area was made which re- 
vealed negative findings. Examination of the blood was 
as follows: hemoglobin 92 per cent., erythrocytes 4,820,- 
000, leukocytes 24,150, polymorphonuclear leukocytes 87 
per cent., lymphocytes 22 per cent., band cell forms 
1 per cent. The urine was amber, acid in reaction with 
a specific gravity of 1,027, negative sugar, three plus 
albumin and microscopically showed occasional pus 
cells, 

Course: The temperature dropped to 100 degree 
in twenty-four hours after admission and the patient 
was much more comfortable. On March 31 the Kernigs 
became positive and there was slight rigidity of the 
cervical spine. The temperature rose to 103.6 degrees, 
pulse 90, respirations 22. A spinal puncture was per- 
formed and the fluid was milky in color and under 
pressure. Because of the lack of an available manom- 
eter no pressure reading was made. The spinal fluid 
gave a count of 1500 cells per cubic millimeter with a 
differential of polymorphonuclear leukocytes 74 per 
cent., lymphocytes 23 per cent., monocytes 3 per cent. 
The globulin test (Pandy) was two plus. The sugar 
was 21.2 milligrams per 100 cc. On a smear under 
gram stain many pus cells containing few gram positive 
cocci in pairs and chains were seen. Culture on blood 
agar yielded a growth of pure beta-hemolytic strepto- 
cocci. The colloidal gold test showed a_ typical 
meningitic curve. The diagnosis was beta-hemolytic 
streptococcus meningitis complicating a middle ear 
infection and consultation was asked for. The con- 
sultant, Dr. O. O. Stanley of Decatur, Illinois, 
after concurring in the diagnosis, suggested using 
prontylin and prontosil. Prontosil was administered in 
five cc. doses intramuscularly every four hours and 
Prontylin, 20 grains orally, every six hours. 

The temperature on April 1 averaged 103.4 degrees 
and on April 2 there was a precipitant drop to 99.2 
degrees. The pulse rate reduced from 100 to 84. 
The patient was restless and remained stuporous. A 
second spinal puncture was performed on April 2, at 
which time 15 cc. of xanthochromic colored fluid was 
withdrawn under normal pressure. The cervical rigidity 
and Kernigs were lessened. The cell count was 500 
per cubic millimeter with polymorphonuclear leukocytes 
61 per cent., lymphocytes 21 per cent. and monocytes 6 
per cent. The gram stain revealed a few pus cells and 
no bacteria were seen. Culture of the spinal fluid 
gave no growth and no growth was obtained in any 
of the succeeding spinal fluid cultures. 

On April 3, the patient looked greatly improved, 
was .conscious and fairly well oriented. There was a 
diplopia and the retina appeared edematous. A urine 
retention developed which required catheterization. 
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Both Kernigs were lessened, the patellar reflexes were 
sluggish, the cremasterics and the abdominals absent. 
The cervical] spine rigidity was markedly reduced. The 
temperature was 100 degrees, pulse 100 and respira- 
tions 22. 

On April 4 the retinal edema was lessened. The 
abdominal reflexes showed evidence of returning and 
the Kernigs were less pronounced than on the preced- 
ing day. The temperature was 98.4 degrees, pulse 80 
and respirations 20. The patient was conscious, in no 
pain, was well oriented and his only complaint was 
the diplopia. 

On April 5 the eye grounds appeared normal. The 
cervical spine was fairly mobile. The abdominal re- 
flexes were again absent but the plantar and patellar 
lively. There was no ankle clonus. Diplopia still 
persisted. Urine retention not present and the patient 
was voiding freely. There was no drainage from the 
right ear. From this day on the patient made a steady 
recovery and on April 12 was permitted to be up in 
a chair. 

On April 18 he was able to be on his feet and 
showed evidence of a slight Meniere’s syndrome, sway- 
ing to the right when walking. All reflexes had 
returned to normal except the abdominals. The Rom- 
berg was one plus. 

On April 24 the patient was discharged from the 
hospital, his only complaint being weakness, inability to 
hear with the right ear and a sensation of “slickness,” 
as he described it, of the right side of the tongue. 
There was no diplopia and eye accommodation had re- 
turned to normal. The Meniere’s syndrome was absent. 

Sulfanilamide Treatment: Prontosil and prontylin 
given were as follows: starting March 31, 1937, 5 cc. 
of prontosil every four hours, intramuscularly; pron- 
tylin, 20 grains, every six mours until April 3, when 
it was reduced to 5 cc. of prontosil and 20 grains 
of prontylin alternately every six hours. On April 
7 the prontosil was discontinued and prontylin was 
given in 20 grain doses twice daily. On April 15, 
ten grains of prontylin were given three times a day 
and this dosage continued for two weeks and then 
was discontinued. 

Morphine sulphate in quarter-grain doses and pheno- 
barbital in one and one-half grain doses were given as 
required for restlessness and pain until April 8. 

The bowels were controlled entirely by enemas and at 
no time were any magnesium or sodium salts given 
because it has been repeatedly shown they contribute to 
toxic reactions. The only toxic manifestations were 
cyanosis, which was more or less generalized, lassitude 
described on the part of the patient, and occasionally 
a slight nausea. 

Spinal punctures were performed on March 31, April 
2, 3, 4, 5, 6, 7, 8 and 9, with cell counts as follows: 


March 31—1500 cells per cu. mm. 
April 2— 500 cells per cu. mm. 
April 3—3100 cells per cu. mm. 
April 4—1850 cells per cu. mm. 
April 5— 325 cells per cu. mm. 
April 6— 570 cells per cu. mm. 
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April 7%—.175 cells per cu. mm. 
April 8— 200 cells per cu. mm. 
April 9— 181 cells per cu. mm. 

With each puncture an average of 10 to 15 cc. of 
spinal fluid was withdrawn. 

Blood counts were made at three to four day 
intervals in order to detect any evidence of an anemia 
or granulocytopenia. Slight anemia was noted on 
April 12. 

The urine was strawberry or brick-red in color 
during the time of administration of prontosil, the 
gravity remained within normal levels. Prior to the 
sulfanilamide therapy, albumin was three plus with 
occasional pus cells and bacteria to be found micro- 
scopically. During the sulfanilamide therapy the albu- 
min reduced to a trace and there were less pus cells 
and baceria found. The reaction remained acid at all 
times. 

Since recovery the patient has enjoyed a good state 
of health and was able to return to work on June 
28, 1937. Hearing in the right ear was damaged. At 
present he is able to detect high and low pitched tones 
but it is difficult for him to identify those of medium 
pitch, He is unable to hear a watch tick at any 
distance or when the watch is placed directly against 
the external ear. The disturbed sensation of the right 
side of the tongue is no longer present. 


SUMMARY 

Sulfanilamide has proved to be a most useful 
drug in our hands in many forms of moderate 
and severe infection, espceially hemolytic strep- 
tococcus. 

The large dosages recommended in the litera- 
ture are seldom required and in our experience 
the patients usually do better on the smaller dos- 
age which minimizes the toxic reactions. 

A severe case of beta-hemolytic strepococcus 
meningitis, complicating a suppurative otitis 
media, with recovery is reported. 
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DISCUSSION 

Dr. Catharine Logan, Oak Park: In this paper Dr. 
Goodyear has indicated the two important factors which 
contribute to the great value of sulfanilamide in general 
practice: the variety of diseases which respond to its 
use, and the fact that all infected body tissues from the 
skin to blood and bone can be reached by this relatively 
safe drug. 

We have found, too, that in many cases small doses 
are effective. Furthermore, when sulfanilamide is to 
be used over long periods we find that toxic effects 
are avoided while the therapeutic effect is maintained 
by using it in ten to fourteen-day periods with four 
or five day rest periods. 

The investigators are not all agreed as to the me- 
chanism of the sulfanilamide effect. We have studied 
the drug intensively for a year but have seen no evi- 
dence of increased phagocytosis except in pneumonia. 
Blood culture studies which demonstrate first dissocia- 
tion of the bacteria and later their complete disappear- 
ance, offer supportive evidence for the theory that the 
main effect is upon the invading organism. As for 
the action of prontylin in vitro, the results are largely 
dependent upon the age of the strain used. Freshly 
isolated organisms are much more resistant than are 
stock cultures. 

Besides the diseases enumerated in Dr. Goodyear’s 
paper as responding to sulfanilamide, we have used it 
successfully in a number of cases of bacterial endo- 
carditis presenting positive blood cultures of green strep- 
tococci, in pneumococcus peritonitis and in infectious 
arthritis. These patients have all had positive blood 
or fluid cultures of some type of streptococcus at the 
beginning of treatment which have, under sulfanilamide, 
become negative. Deeply staining, well-formed or- 
ganisms in the direct smears of positive culture joint 
fluid become deformed, poorly staining cells when the 
fluid culture is negative. 

It is important to recognize that sulfanilamide is of 
value both in acute and in chronic infections. Everyone 
knows of results in severe acute infections. Typical of 
its possibilities in} chronic infections is a case of bile 
tract infection of eight years duration, manifested by 
daily chills and fever of 101 to 102 degrees. After 
three operations upon the gall-bladder and common 
ducts the surgeons refused further efforts in an area 
where every landmark was obliterated. After three 
days of prontylin treatment the chills and fever ceased 
and improvement has gone steadily forward. 

Finally, sulfanilamide becomes even more the general 
practitioner’s drug when it goes beyond the broad limits 
of streptococcus and staphylococcus infections. Two 
cases of undulant fever have been cured by sulfanila- 
mide; both were long-standing cases and had been 
resistant to specific therapy. High dilutions of the 
sera of both patients agglutinnated brucella abortus, 
and in both patients we obtained immediate improve- 
ment and rapid cure by the use of prontylin. 
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MULTIPLE PRIMARY MALIGNANT TUMORS 

J. S. Eisenstaedt, Chicago (Journal A. M. A., June 
18, 1938), reports the case of a man who died in 1936 
and who had been operated on twenty-one years before 
for adenocarcinoma of the kidney. Later two other 
primary cancers developed in distinct and separate 
organs (prostate and sigmoid colon), one of which, 
that of the prostate, produced metastases to the lungs 
and lymph nodes. All three cancerns were diagnosed 
clinically. It is the author’s belief, after a rather com- 
plete survey of the literature, that: 1. Multiple primary 
cancers are more frequent than are reported. 2. They 
occur more frequently than cancer alone would explain. 3. 
The percentage of multiple primary malignant tumors to 
be reported in the future will be higher than that re- 
corded in the past, because: (a) More people are reach- 
cancer is generally high. (b) Since the inauguration of 
ing advanced years, a period in which the incidence of 
cancer clinics and commissions throughout the world, 
cancer patients have been more concentrated and more 
thoroughly studied. (c) Better results are being ob- 
tained in the treatment of cancer than heretofore. (d) 
As a result of longer survival after treatment for a 
single primary tumor, time is afforded for the develop- 
ment of subsequent primary cancers. (¢) Autopsies are 
more widely done and with greater thoroughness than 
in the past. 4. Some factor, as yet unknown, possibly 
hereditary or hormonal in nature, plays an important 
part in susceptibility to malignant disease and the varied 
responses to environment in different individuals de- 
pends on this unknown element. 





PATHOLOGY OF VITAMIN C DEFICIENCY 

After discussing the pathologic changes that occur 
in the bones, teeth, gingiva, muscles, eyes and skin con- 
sequent to a deficiency of vitamin C, Gilbert Dalldorf, 
Valhalla, N. Y. (Journal A. M. A., Oct. 8, 1938), con- 
cludes that the anatomic effects of vitamin C deficiency 
are prompt to appear, certainly in the young, and that 
they occur, if the vascular changes are included, even 
in the mildest degrees of deficiency. Since clinical re- 
ports agree that subclinical scurvy, whether on the basis 
of chemical tests or measurements of capillary strength, 
is common, it may be assumed that morphologic stigmas 
due to the same deficiency are likewise common. How- 
ever, both clinical and anatomic identification of scurvy 
remains as it always has been, a matter of alertness on 
the part of the physician. The recently acquired under- 
standing of the scorbutic process affords pathologists 
and biologists a useful tool in the study of disturbances 
of intercellular materials. It should be of value also 
in the study of similar changes in senility. 





Society Proceedings 


COOK COUNTY 
The Chicago Medical Society held its October meet- 
ing at the Chicago Woman’s Club, 72 E. Eleventh St., 
with Robert H. Hayes presiding. The program follows: 
Sulphanilamide, the Drug—Paul N. Leech, Secretary 
Council on Pharmacy and Chemistry, American Med- 
ical Association. 
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How Sulphanilamide Acts—E. M. K. Geiling, Pro- 
fessor of Pharmacology, University of Chicago (by in- 
vitation). 

A Clinical Evaluation of Sulphanilamide—John S. 
Lockwood, Harriet M. Frazier Fellow Surgical Re- 
search, The School of Medicine, University of Penn- 
sylvania. 

Pathology—Paul R. Cannon, Professor of Pathology, 
University of Chicago (by invitation). 

Discussion—Mr. Walter G. Campbell (guest), Chief, 
Food and Drug Division, Department of Agriculture, 
Washington, D. C. 

Its Value in Obstetrics—Joseph Baer. 

Its Value in Urology—Russell D. Herrold. 

Its Value in Pediatrics—Julius H. Hess. 

[ts Value in Internal Medicine—Italo Volini. 





OGLE COUNTY 

The Ogle County Medical Society held the October 
meeting at the Rochelle Town and Country Club on 
October 20. Election of officers for 1939: 

President, G. S. Henderson, Holcomb; Vice-Presi- 
dent, J. S. Moffatt, Byron; Secretary and Treasurer, 
A. R. Bogue, Rochelle; Censor for 3 years, M. S. 
DuMont, Mt. Morris. 

Dr. F. H. Falls, Professor of Obstetrics and Gynecol- 
ogy, University of Illinois, explained very thoroughly 
and clearly the progress and aims of the work under 
the Maternal Welfare Committee. Following this, the 
talk on “Management of Prolonged Labor” was en- 
joyed by all the doctors. This subject was excep- 
tionally well illustrated with slides. In spite of an 
urgent call for Dr. Falls to make, he was detained by 
many interesting questions. 





Marriages 


WiLt1AM Epwarp Bretz to Miss Ruth Emily 
Converse, both of Hinsdale, Ill., September 10. 

HerMaN L. MeEtrzer, Clinton, Ill., to Miss 
Elsie Thornton of Farmer City in St. Louis, 
August 18. 

EDWARD JOHN PurcHLA, Chicago, to Dr. Rose 
Hepwie Kwapricu of Toledo, Ohio, Septem- 
ber 27. 

JOHN J. Sazama, JRr., Brookfield, Ill., to Miss 
Sonia Gorecki of Chicago, August 20. 

JamMEs 8S, TemMpLetToN, Pinckneyville, Ill., to 
Miss Isabelle J. Boeheim, September 1, in Du 
Quoin. 





Personals 


The Adams County Medical Society was ad- 
dressed in Quincy, October 10, by Dr. Warren 
R. Rainey, St. Louis, on “Management of Acute 
Inflammatory Conditions About the Anus and 
Rectum. 
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Dr. Lindon Seed, Chicago, discussed “Diseases 
and Infections About the Floor of the Mouth” 
before the St. Clair County Medical Society, 
Belleville, October 6. 

Drs. Clifford G. Grulee, Evanston, and Wil- 
liam J. Dieckmann, Chicago, addressed the Knox 
and Warren county medical societies in Gales- 
burg, September 22, on “Care of the Premature 
Infant” and “Forceps Delivery,” respectively. 

Homer W. Smith, Sc. D., director of the phys- 
iologic laboratery, New York University, deliv- 
ered the tenth annual William T. Belfield me- 
morial lecture before the Chicago Urological 
Society, October 27, on “Physiology of the 
Kidney.” 

Dr. Charles H. Best, professor of physiology, 
University of Toronto Faculty of Medicine, 
Toronto, addressed a joint meeting of the Insti- 
tution of Medicine of Chicago and the Chicago 
Society of Internal Medicine at the Palmer 
House, October 28, on “Heparin and Throm- 
bosis.” 

Speakers before the Chicago Laryngological 
and Otological Society, October 3, were Drs. 
Thomas C. Galloway, Evanston, IIl., on “Postural 
Treatment in Acute Laryngotracheobronchitis” ; 
Francis L. Lederer, “Early Diagnosis and Treat- 
ment of Laryngeal Carcinoma,” and Joseph C. 
Beck, “Living Patients with Laryngectomies— 
Instruments for Otolaryngeal Diagnosis.’ 

Drs. David S. Hillis and Clifford Grulee pre- 
sented a program on “Management of Prolonged 
Labor” and “Care of the Premature Infant” be- 
fore the Rock Island County Medical Society, 
October 11. 

Dr. Guy M. Cushing was invited to give a 
paper on “Acute Perforating Ulcer of the Stom- 
ach” before the Will-Grundy County Medical 
Society on October 12. 

Dr. Frederick H. Falls was asked to discuss 
“The Value of Prenatal Care” before the Mc- 
Donough County Medical Society, October 12. 

Drs. Charles B. Reed and Bert I. Beverly pre- 
sented a program on “Medical Complications of 
Pregnancy” and “Behavior Problems” before the 
Carroll-Jo Daviess County Medical Societies, 
October 12. 

Dr. Gustav LL. Kaufmann gave an address on 
“Infant Feeding” at the October 13 meeting of 
the Stephenson County Medical Society. 

Dr. Edward L. Jenkinson was elected presi- 


dent-elect of the American Roentgen Ray So- 
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ciety at the Thirty-Ninth Annual Meeting, At- 
lantic City, N. J. The Fortieth Annual Meet- 
ing will be held in Chicago, September 19-22, 
1939. 

Maurice L. Blatt showed his moving pictures 
of active rabies before the Fifth District Med- 
ical Society in Atlanta, Ga., on October 6. He 
addressed the students of Emery University 
School of Medicine, Atlanta, Ga., on October 7, 
subject, “Neuro-muscular Disturbances in Child- 
hood.’ 

Rollo K. Packard was invited to address the 
Central Illinois & Eastern Iowa Medical Asso- 
ciation at a banqut in Davenport October 7, sub- 
ject, “Socialized Medicine.” 

I. R. Sonenthal, John A. Wolfer and Lee C. 
Gatewood presented the scientific program at the 
October 6 meeting of the Stephenson County 
Medical Society. 

Don C. Sutton gave a paper on “Heart Dis- 
ease” before the Madison County Medical So- 
ciety on October 7. 

M. Herbert Barker spoke before the Rock 


‘ County Medical Society at Janesville, on Sep- 


tember 27, on “Types of Hypertension and 
Treatment.” 

Drs. Robert A. Black and Ralph Reis presented 
a program on “Rheumatism and Heart Disease 
in Childhood” and “Medical Complications of 
Pregnancy” before the Knox-Warren County 
Medical Societies on October 20. 

Drs. Archibald Hoyne and James H. Bloom- 
field gave a program on “Meningitis” and “Pla- 
centa Previa” before the Stephenson County 
Medical Society, October 20. 

Drs. Charles Edwin Galloway and Maurice 
Blatt were on the program sponsored by the 
Fifth Councilor District of the Illinois State 
Medical Society at Mason City, October 21, with 
papers on “Lesions of the Cervix” and “Fevers 
in Children and Their Treatment.” 

Dr. Clara Jacobson was invited to address the 
Health Section of the District Conference of 
Illinois Federation Women’s Club, October 27. 

Dr. Frederick H. Falls addressed a public 
meeting at Quincy, October 27, on “Importance 
of Prenatal Care.” 

Dr. Samuel J, Fogelson gave an address on 
“Treatment of Gastro-Duodenal Ulceration” be- 
fore the Fulton County Medical Society at Can- 
ton, October 25. 

Dr. Warren H. Cole was asked to address the 
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Tri-County Medical Society meeting at Gales- 
burg, October 25, on “Hyperthyroidism.” 

Drs. Joseph K. Calvin and A. F. Lash gave 
a scentific program on Nephritis and Puerperal 
Sepsis before the Stephenson County Medical 
Society, October 27. 

Dr. Aaron Arkin gave a talk on “Differential 
Diagnosis of Organic Heart Disease” before the 
Kankakee County Medical Society on October 13. 

Dr. Eugene Cary gave a piper on “Manage- 
ment of Prolonged Labor” before the Stephen- 
son County Medical Society on October 13. 

Dr. Lowell D. Snorf spoke October 4 on the 
“Functional Disorders of the Intestinal Tract” 
before the 94th annual meeting of the North- 
western Ohio Medical Association. 

Dr. Herman L. Kretschmer read a paper at 
the 89th Annual Meeting of the Indiana State 
Medical Society, at Indianapolis, October 6, on 
“Cystitis in Women and Female Children.” 

Dr. Jos. C. Rheingold addressed the DeWitt 
County Medical Society, Clinton, IIl., on Octo- 
ber 5, on “Marital Counselling—A Medical Serv- 
ice” and on October 6 before the Teachers’ Insti- 
tute on “The Teacher’s Influence in Molding the 
Pupil’s Personality.” 

Dr. Harry L. Huber delivered an address be- 
fore the Mississippi Valley Medical Society in 
Hannibal, Mo., September 28, on “Allergy in 
General Practice.” 

Dr. Joseph L. Baer was a guest speaker at 
the Annual Meeting of the Michigan State Med- 
ical Society. His subject before the general ses- 
sion was “Progress in Maternal Welfare”; at 
the Maternal Welfare Committee luncheon, “Op- 
portunities and Responsibilities of County Med- 
ical Societies in Maternal Welfare,” and before 
the section of Obstetrics and Gynecology, “Pro- 
lapse of the Uterus.” 

Dr. Noel G. Shaw addressed the doctors of 
Macoupin and Montgomery County Medical So- 
ciety on “Infantile Eczema” November 17, at 
Litchfield, Ill. 

Dr. Robert S. Berghofi was invited to give 
a talk on “Heart Disease” before the Coles- 
Cumberland County Medical Society on Octo- 
ber 19. 

Dr. August F. Daro was the first winner of the 
new Chicago Medical Society Championship 
Trophy, which is to be awarded annually to the 


champion in the annual golf tournament, Dr. 
Daro tied with Dr. Homer K. Nicoll with a score 
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of 78 at the tournament at the Olympia Fields 
Country Club August 31 and the tie was played 
off at the North Shore Country Club September 
18, with Dr. Daro the winner. Dr. Grover E. 
Johnson won the VanDerslice Trophy with a 
gross score of 79 and Dr. Harry E. Mock the 
Sisson Trophy for low net with a score of 32- 
63—95. 





News Notes 





—The Illinois State Medical Society has 
changed the date of its 1939 meeting from May 
16-18 to May 2-4 to avoid conflict with the an- 
nual session of the American Medical Associa- 
tion in St. Louis, May 15-19. 

—Colonel George de Tarnowsky, Medical Re- 
serve Corps, U.S.A., will deliver the Armistice 
Day Lecture, sponsored by the Faculty and 
Alumni of the College of Medicine of the Uni- 
versity of Illinois, on Friday, November 11, at 
10:45 a.m., in room 423 of the College of Medi- 
cine, 1853 West Polk Street, Chicago. 

—The Educational Committee of the Illinois 
State Medical Society has an exhibit in St. Louis 
at the Annual Meeting of the American Dental 
Association. The Educational Committee will 
have an exhibit at the Annual Meeting of the IIli- 
nois State Nurses Association, October 19-21. 

—The Peoria City Medical Society held a din- 
ner October 13 at the Pere Marquette Hotel in 
honor of its past presidents. Representative 
Everett Dirksen, as the principal speaker, dis- 
cussed “The Present Day Status of Medicine in 
Congress.” ‘Twenty-seven former presidents of 
the society attended. 

—A tuberculosis sanatorium for Lake County 
is to be built near Waukegan with a PWA grant 
of $193,091 and a fund of $233,000 to be raised 
through a bond issue and a tax levy, Hospital 
Management reports. The sanatorium will have 
a capacity of ninety-two beds. There will also 
be a nurses’ home and a physicians’ residence. 

—The Institute of Medicine of Chicago an- 
nounces that the Elizabeth McCormick Child Re- 
search Grant of $750 has been awarded for 1938- 
1939 to Dr. John A. Bigler for his research on 
“Combined Tetanus and Diphtheria Im- 

munization.” 

—Without charge, Lloyd Brothers, Pharma- 
cists, Inc., Cincinnati, Ohio, offers to any inter- 
ested doctor or pharmacist a handsome reproduc- 
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tion in rotogravure of a photograph of the late 
Professor John Uri Lloyd, father of colloidal 
chemistry and Remington medalist. The reprint 
is on heavy paper and suitable for framing. 

—Dr. Morris Fishbein, editor of the Journal 
of the American Medical Association, is giving 
a special series of lectures at the University of 
Illinois College of Medicine each Monday eve- 
ning at 5 p.m. in room 423, 1853 West Polk 
Street, Chicago, during October, November, De- 
cember and January (excluding holidays). 

The series includes a discussion of Medical 
Practice, Medical Ethics and Medical Economies, 
presented especially from the historical and evo- 
lutionary point of view. The problems arising 
out of the recent Health Conference at Wash- 
ington, D. C., will receive special consideration. 
Al) physicians in Illinois are cordially in- 
vited to attend these lectures. 

—The fiftieth anniversary of the founding of 
Abbott Laboratories, pharmaceutical manufac- 
turers, in North Chicago, was celebrated Octo- 
ber 7, with the dedication of a new laboratory 
building and a special program in the after- 
noon following an inspection tour in the morn- 
ing. The speakers were: 

Karl T. Compton, Ph. D., president, Massa- 
chusetts Institute of Technology, Cambridge, 
Mass., “The University and the Public Welfare.” 

Dr. Herbert M. Evans, Berkeley, Calif., pro- 
fessor of anatomy, Morris Herzstein professor of 
biology, and director of the Institute of Experi- 
mental Biology, University of California Med- 
ical School, “The Task and Spirit of Research.” 

Dr. Thomas Parran, surgeon general, U. 5. 
Public Health Service, Washington, D. C., “Re- 
search and Public Health.” 

The evening program was presented at the 
Palmer House with the following speakers: 

Harrison E. Howe, Sc. D., Washington, D. C., 
editor, Industrial and Engineering Chemistry, 
“Whe Contributions of Organized Chemistry.” 

(ieorge D. Beal, Ph. D., assistant director, Mel- 
lon Institute, Pittsburgh, “The Scientific De- 
velopment of Drug Standards.” 

Dr. Morris Fishbein, Chicago, editor, “The 
Contributions of Medicine to the Public Wel- 
fare.” 

The new building is three stories high with 
an attic and basement, providing facilities for 
the chemical, bacteriologic, botanic, medical and 


pharmaceutic research activities of this firm. In 
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addition to laboratories it contains a micro-ana- 
lytic laboratory, a library with accommodation 
for 20,000 volumes, hot and cold rooms for sta- 
bility studies, dark rooms on each floor for the 
use of optical instruments, one dark room for 
use as a laboratory for light sensitive reactions, 
and an air conditioned auditorium seating 800 


persons. 





Deaths 


CuarLes Epwin Biomcren, Chicago; Rush Medical 
College, 1899; a Fellow A, M. A; on the staff of 
Augustana Hospital; died, July 6, at his summer home 
in Lake Geneva, Wis. of coronary thrombosis and 


arteriosclerosis. 
Tuomas ARCHIBALD Davis, St. Petersburg, Fla, ; 


College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, 1885; a Fe)- 


low A. M. A.: member of the Illinois State Medical 
Society ; Fellow of the American College of Surgeons; 


formerly professor of surgery and clinical surgery at 


his alma mater; at one time president and professor 


of surgery at the Illinois Post-Graduate Medical 


School; for many years surgeon to the Cook County 


Hospital and the West Side Hospital, Chicago; aged 


80; died, September 19, at his summer home in Delavan, 
Wis, 

Grorcr Netson Hetric, McClure, Ill.; Barnes Med- 
ical College, St. Louis, 1902; member of the Illinois 
State Medical Society; member of the board of edu- 
cation; aged 61; died, August 16, in the Southeast 
Missouri Hospital, Cape Girardeau, Mo., of angina 
pectoris. 

RicHarp Henry Howarp, Chicago; Meharry Med- 
ical College, Nashville, Tenn, 1916; aged 49; died, 


August 22, in the Provident Hospital of heart disease. 

Cuartes Asa Hoac, Chicago; Chicago Homeopathic 
Medical College, 1891; aged 71; died, July 17, of 
organic heart disease. 

Orro Paut Lupwic, Chicago; Milwaukee Medical 
College, 1909; aged 53; died, July 25, of cerebral 
hemorrhage and hypertension. 

Emirry M. Lurr, Oak Park, Iil.; Hahnemann Med- 
ical College and Hospital, Chicago, 1894; aged 75; died, 
August 8, of cerebral hemmorhage. 

Henry ANTHONY MERKEL, Wilmington, I].; Univer- 
sity of Maryland School of Medicine, Baltimore, 1916; 
a Fellow A. M. A.; served during the World War; 
for many years health officer; aged 47; died, July 26, 
of heart disease. 

Davin O'SHEA, Chicago; Rush Medical College, Chi- 
cago, 1883; aged 83; died, July 24, of carcinoma of 
the rectum, 

Wruu41am H. Ritey, Ridgway, Ill.; Eclectic Medical 
Institute, Cincinnati, 1880; aged 82; died, July 26, of 
malaria. 

RICHARD VANCE SPENCER, Chicago Heights, Ill. ; Uni- 
versity Medical College of Kansas City, Mo., 1907; 
served during the World War; aged 59; died, July 11, 


of pneumonia. 
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